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THE MANAGING PUBLISHER 


A GP manuscript follows an adventurous itinerary 
that is fairly standard in magazine publishing—it runs 
the gauntlet of watchful publisher, editor, and staff 
members, gaining momentum all the while until it 
lands in the plant of the printer, where it begins an- 
other round. Illustrations for GP articles, too, have 
their own rote. 

For example, we will tell what happened to the 
article in this issue by Dr. Louis Laplace on “Conges- 
tive Heart Failure.” This paper, which appears in the 
“Practical Therapeutics” section, is one of a series 


especially prepared for GP at the Jefferson Medical 


_ College, Philadelphia. 


GP’s Medical Editor, Doctor Alvarez, read the manu- 
script, returned it with some queries to Doctor Laplace, 
who returned it with queries answered to Doctor Alvarez, 
who sent it to us. Doctor Laplace meanwhile had been 
requested to provide an appropriate illustration. 

On the manuscript’s arrival here, a young lady at- 
tached to it a Manuscript Record and Routing Sheet 
and shoved it off to resume its itinerary, whence it re- 
ceived the attention, in sequence, of the Managing 
Publisher, the Editorial Assistant, the Production 
Editor, and other staff members. It was carefully read 
for consistency of punctuation, spelling, capitalization, 
et cetera, according to GP’s style sheet. After the ap- 
propriate type specifications had been supplied, it went 


_ to the printer who, after some struggling, completed 


the product before you. 

Of particular interest to us, however, and perhaps 
also to our readers, is a graphic note on the develop- 
ment of the illustration for Doctor Laplace’s article. 
This graphic note is the rough line drawing, repro- 
duced below, done by the author himself, which tells 
a considerable story. We thought it too good to leave 
out. From it, a Chicago artist prepared the more pro- 
fessional but less colorful version on page 64.—M.F.C. 
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Preferred therapy in scalp disorders 


In the control of dandruff and in the general care of the seborrheic scalp, 
= few preparations have proved as effective as Pragmatar—the outstanding 
tar-sulfur-salicylic acid ointment. 


Pragmatar is also valuable in infants’ “‘cradle cap”; in eczematous eruptions 
of the scalp, particularly those with a seborrheic component; and in 
seborrheic psoriasis of the scalp. 


Pragmatar’s superior oil-in-water emulsion base was specially developed 
for use on hairy surfaces. Pragmatar is non-gummy and non-staining; 
easy to apply and easy to remove. 


PRAGMATAR 


Highly effective in an unusually wide range 
of common skin disorders 


Smith, Kline & French Laboratories, Philadelphia 


‘Pragmatar’ T.M. Reg. U.S. Pat. Off. 
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Hospitals’ Responsibility 


Tue impact of the Korean War has made this 
country realize the importance of a co-ordinated 
program of civilian defense and disaster relief. 
All the people in a given community must be 
prepared to carry out certain functions, but the 
physicians and related personnel are most im- 
portant. The community hospitals are the centers 
for all medical care. They are essential insti- 
tutions to any community and have a great re- 
sponsibility for the quality of medical care. 

In a special article in the July issue of the 
New York State Medical Journal, Dr. Norman 
S. Moore, of the Department of Clinical Medi- 
cine of Cornell University, has discussed the 
hospitals’ responsibilities to the doctors in the 
community. 

Doctor Moore stated: “Today the general hos- 
pital is the center of medical activity. Its free- 
dom in the past has been justified by its willing- 
ness and ability to care for the sick of the com- 
munity. In recent years, the general hospital 
has picked up some important dependents—the 
medical practitioners of the community, persons 
destined to play a part in the preservation of the 
American way of life. Appropriate provision for 
these dependents is more difficult now than ten 
years ago; it will be even more difficult ten 
years hence. While hospital affiliation has always 
been a sine qua non for the surgeon, it is im- 
portant for the physician as well, for he also 
needs to walk in the regular medical channels 
to keep his skills from deteriorating. A high per- 
centage of physicians in large cities have no hos- 
pital appointments. Thus, a large number of 
physicians are threatened with deterioration. 
Their defense against retrogression is not great. 
They tend to develop the ills all professional per- 
sons acquire when isolated from their educa- 
tional experiences. They read less and less and 
thus lose the habit of study, learned through 


hard toil in medical school. They attend fewer 
and fewer meetings. They are apt to rely more 
and more on the drug salesman. They may give 
a disproportionate amount of their time to non- 
professional activities; those who become pro- 
ficient in these activities often become so at the 
expense of their medical skills. They tend to 
practice rule-of-thumb medicine. Much of this 
happens to those who succumb to the evils of 
isolation. How many actually do succumb is 
not known; however, the advantage is on the 
devil’s side, and it is a good bet that many do. 
Those who fail to keep step with a fast-moving 
medical parade are practicing medicine on the 
people who cannot discriminate between those 
who do and do not know.” 

Doctor Moore feels that many hospital admin- 
istrators, boards of trustees, and some medical 
men have been overly concerned with comply- 
ing to the American system of labels, and have 
often prevented physicians, with good qualifica- 
tions but no specific label, from working in a 
hospital. As a rule it was the general practitioner 


‘that was kept out. Doctor Moore added: “The 


inability of competent doctors to secure a staff 
appointment has more serious implications to- 
day than in the past. The advances in medicine 
have made it essential for a doctor who desires 
to remain proficient in his work to be in close 
contact with new developments in theory and 
practice. The hospital is the logical focus for this 
contact. Consequently, the doctor without a staff 
appointment is handicapped in his effort to main- 
tain and improve the level of his professional 
skill.” 

Similar to the Academy’s recommendations for 
integrating general practitioners into hospital 
medical staffs, Doctor Moore believes that pro- 
visions must be made for general practitioners to 
work in their community hospital, if the stand- 
ards of medical care are to be maintained. This 
is a definite responsibility of the hospital to both 


ter 


the physicians and the public. On the basis of 
his experience and study of the situation, Doctor 
Moore presented the following points: (1) That 
if the administration and the medical staff of a 
hospital can get together on an education pro- 
gram, a great stimulus for self-improvement oc- 
curs in the medical staff. (2) When administra- 
tion recognizes the fact that obsolescence is hold- 
ing back progress and does something about it, 
another boost in the level of medical competency 
in the community occurs. (3) When the ad- 
ministration and medical staffs provide a com- 
promise solution for the general practitioner who 
has no hospital privileges, an excellent hedge 
against deterioration of the doctor is created, and 
the hospital has fulfilled its obligation as a forth- 
right American democratic institution. (4) When 
administration neglects an adequate public rela- 
tions program, much of the community remains 
unaware of the level of medical competence and 
hence remains indifferent and disinterested in 
the community hospital’s problems. 

There can be no question regarding the im- 
portance of the hospital in medical care, and it 
is not enough that physicians recognize the need 
for hospital affiliation of all physicians. The hos- 
pital administrators, the boards of trustees, and 
the public must realize that it is essential for 
all doctors in the community to participate in the 
hospitals’ programs. A plan to accomplish this for 
general practitioners is clearly outlined in the 
Academy's Manual on General Practice Depart- 
ments in Hospitals. 


Saving the Veins 


SEVERAL TIMES in the last few months we have 
had under our care a patient who for some rea- 
son or other had become badly dehydrated. It 
was essential then that much fluid be given by 
vein, but none of the veins commonly used was 
patent. They had all been used up by physicians 
for the injecting of vitamins, or iron, or some 
tonic which could just as well have been given 
by mouth. Because veins can be so very useful 
when serious illness comes, it is a pity that today 
we physicians are using them up and sclerosing 
them solid, usually to no great purpose. 
Incidentally, it sometimes is dangerous to in- 
ject a drug intravenously. If the patient should 
happen to be allergic to it, he or she is likely to 
go into shock. If it is taken by mouth or injected 


intramuscularly or hypodermically, the shock is 
likely to be less severe. 

It is to be hoped that physicians will think of 
this problem and will be more inclined to con- 
serve the veins of their patients. We would ab- 
solutely refuse to let anyone inject into our veins 
a drug which could be given by mouth or hypo- 
dermically. We are saving our veins for a very 
rainy day. We are saving them for a pneumonia, 
an operation, or an automobile accident! 


Shortening Papers 


THE NEED For the shortening of medical papers 
is the subject of an interesting editorial by Rich- 
ard M. Hewitt appearing in Radiology for April, 
1950. As he says, medical articles should fre- 
quently have all the excess words squeezed out 
of them, just as during the War, foods had to 
be dehydrated so that they could be shipped to 
the front more cheaply. 

The readers of medical journals want the 
shortest possible statements as to what the 
authors found or concluded. Often there is no 
need for stuffing the article with references to 
the writings of former workers. These writings 
are constantly being abstracted by writer after 
writer. What each man should have said was, 
“The literature on this subject was well re- 
viewed by John Doe in ————.” Very cleverly 
Hewitt says that the behavior of many medical 
writers is like that of a bunch of youngsters sing- 
ing “Old MacDonald Had a Farm” or “Johnny 
Schmoker.” Every time they give a new bit of 
information they include all that went before! 

Very often a doctor writes his paper; then he 
sums things up under the heading “comment,” 
later he sums it up again in a “conclusion,” and 
finally in a “summary.” Once or twice is plenty. 

All authors should remember that there is no 
use in writing unless the article is going to be 
read, and it is not likely to be read unless it is 
short and interesting. The man who would like 
to have his paper read must jump right into his 
subject with a very short preamble. Most men 
“preamble” so long and so dully that they lose 
their readers. These readers never get to the 
substance of the article. 

The first sentence or two of an article should 
be so written as to grip the interest of the reader 
and show him why the article was written and 


what gap in knowledge it is supposed to fill. 
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Once the writer has captured the interest of the 
reader, he should do his best to hang onto it 
and not let it go. He will let it go if at the start 
he puts in a lot of boring information about de- 
tails of technique or what-not. 

Often big tables and much description can be 
replaced by a simple graph. This will give the 
substance of the paper at a glance. 


Help for Pelvic inflammations 
In 1929 Jacosson in Paris reported the use of 


a 4.1 per cent solution of benzyl cinnamate ester 
in olive oil which he used for the treatment of 
chronic inflammation of the middle ear. He felt 
that it stimulated the formation of vascular chan- 
nels and so aided the body to clear up the infec- 
tion. Later a number of men reported that Jacob- 
son’s solution was helpful in clearing up chronic 
pelvic inflammations. 

Recently Martin Markowitz and Clyde W. 
Vick, Jr., writing in the American Practitioner 
for May, 1950, reported a number of cases in 
which it appeared the solution had been of some 
assistance. About 1 cc. was injected intramuscu- 
larly 3 times a week for a total of 10 or 12 or 
even 38 injections. 

Considerable subjective improvement was 
noted in two-thirds of the cases of 55 patients 
studied. Objective signs of improvement were 
noted in 49 per cent. 

One wonders how an injection like the one 
given can produce much result, but in view of 
the fact that so many physicians are looking for 
something to do for persons with pelvic inflam- 
mations which cannot at the time be operated 
on, some doctors may feel inclined to try this 
method. 


New Operations on the Brain 


A LaRGE Book entitled Selective Partial Ablation 
of the Frontal Cortex: A Correlative Study of Its 
Effects on Human Psychotic Subjects, by the 
Columbia Greystone Associates, under the edi- 
torship of Fred A. Mettler, was published by 
Paul Hoeber in November, 1949. Although this 
book is a bit technical for many physicians, parts 
of it can interest almost everyone. It tells of the 
resalts of removing parts of the cortex of the 
brain from 49 patients who were suffering from 
psychoses. They were carefully studied before 
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and after operation. The authors were trying to 
find an operation which would have the good 
effect of prefrontal lobotomy without all of its 
bad effects. 

The impression gained is that a decided ad- 
vance has been made, and that especially with 
further study, many persons who are now con- 
fined to asylums will be operated on and sent 
out into the world again, perhaps to earn a liv- 
ing. However, quite a few of the patients in 
whom cortical areas were removed show signs 
of deterioration in social behavior. This sort of 
thing was seen also in the lobotomy patients in 
whom large amounts of cortex were undercut. 

Those patients appeared to be the most helped 
whose trouble was associated with great tension, 
apprehension, and nervousness. The operation 
calmed them down. 

It is to be hoped that these studies will be 
continued, and that some day the indications 
for the new operation will be so well understood 
that some of our highly nervous and apprehen- 
sive but essentially sane patients can also be 
operated on. 


Night Call Service 


ONE OF THE most frequent complaints heard 
from the lay public about medical service today 
is that it is often impossible to obtain a doctor 
for an emergency at night. These complaints 
have been particularly vocal in large metropoli- 
tan centers. Here is a public relations project of 


‘extreme value to local chapters of the A.A.G.P. 


A general practitioner is, after all, the kind of a 
doctor a family needs for a night call, and it is 
logical that our local chapters should take the in- 
itiative in assuring the people of their com- 
munity that they will be provided with medical 
service at nighttime when they need it. 

Several of the Academy’s local chapters have 
already established a program for night emer- 
gency service in their communities. Notable is 
the plan now in effect in Saint Louis. 

If the local medical society has established a 
telephone answering bureau, it is a simple mat- 
ter to work out a program that will assure the 
citizens of the community of prompt and ade- 
quate medical service at night. It is merely nec- 
essary to citcularize the members of the local 
profession to obtain the names of those who are 
willing to answer night calls. These names are 


“ail 


then supplied to the telephone registry. It might 
be advisable also to publicize the names of those 
available for night calls through paid advertise- 
ments in the local newspapers or with placards 
to be hung in drugstores. 

If no telephone answering agency exists, the 
list of doctors available for night service can be 
announced through newspaper advertisements 
and bulletins in local drugstores. (Incidentally, 
most newspapers will be glad to make a news 
story out of this project when an advertisement 
announcing the list of doctors is inserted.) 

Few projects could be of more real value as 
a service to the community than a definite pro- 
gram to assure the availability of medical service 
at nighttime. Not only does this provide an op- 
portunity for social service to the community, but 
it possesses enormous value for good public rela- 
tions. 


G.P. Fees in England 


A REPORT on the remuneration of general prac- 
titioners in a recent issue of the British Medica. 
Journal started out by stating while it was not 
a happy story, it would at least give some idea 
of the protracted and persistent efforts which 
have been made by the General Medical Service 
Committee to increase the payment to general 
practitioners. 

The General Medical Service Committee is 
one of the many committees of the British Medi- 
cal Association set up to deal with various phases 
of the British Health Service System. Actually 
the remuneration for general practitioners was 
never agreed upon by the profession and the 
Minister of Health. Under the existing arrange- 
ment, the British general practitioner receives 
an average of $2.40 annually for each person on 
his list. With an average of 2,300 patients, the 
annual gross is about $5,500. The general prac- 
titioner collects about $1,500 a year in special 
fees, a total gross of about $7,000. After expenses 
and taxes, the net is about $3,600. 

The General Medical Service Committee has 
been concerned with increasing the gross income 
of general practitioners and has recommended an 
increase in the total funds to be made available 
for general medical service which would permit 
an increase in the per capita fee for the first 
1,000 members of any general practitioner's 
panel. To date, over two years since the new 


Health Service Act was put in operation, the 
Committee reports that no progress has been 
made. 

At a Special Conference of Representatives of 
Local Medical Committees on June 29, the Con- 
ference adopted the following resolution: 

“That the Conference instructs the General 
Medical Service Committee to make prepara- 
tions forthwith for the termination of contracts 
by general medical practitioners in the National 
Health Service, and that, if and when it becomes 
evident that there is no prospect of a satisfactory 
settlement of the claim, a Conference be called 
to name a date at which general practitioners 
shall be advised to end their contracts with ex- 
ecutive councils, and that in any case a Confer- 
ence be called to consider the position in De- 
cember, 1950, if a satisfactory settlement has 
not been reached by that time.” 

The Conference also adopted a resolution that 
it was willing to participate in a survey of gen- 
eral practitioners’ incomes and expenses in order 
to establish a sound basis for the recommended 
changes. 

Increased remuneration for general practi- 
tioners is the first step necessary to improve the 
medical services under the British System. Un- 
less corrections are made soon, it seems apparent 
that the general practitioner will be permanently 
reduced to the status of an advisor on minor ail- 
ments, a contact man for referrals to hospitals, 
and a dispenser of benefit certificates. 


Epileptic Motorists 


Topay hardly a week passes that one doesn’t 
hear over the radio that several people were 
killed in a head-on collision due apparently to 
one of the drivers having “fallen asleep at the 
wheel.” Every physician must suspect that in a 
high percentage of these cases, the offender was 
an epileptic who went into an attack without 
any warning. 

The more conscientious type of epileptic will 
discuss with his physician the dangers involved 
in driving and will generally refuse to drive un- 
less he is going slowly and has someone in the 
front seat with him who, in case of need, can 
grab the wheel. One epileptic, a young truck 
driver, maintained that he was not afraid of driv- 
ing because he always had an aura which 
warned him in time so that he could pull to the 
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side of the road and stop. Seen a few years later, 
he contessed that one day he had an attack with- 
out an aura, and as a result his truck jumped 
the sidewalk and went through a school play- 
ground injuring eighteen children. 

In some states, the motor vehicle department 
which licenses drivers has taken this situation 
into account, and is trying to find all those per- 
sons who are subject to “lapses of consciousness 
which may be chronic.” In the state of Massa- 
chusetts, the registry of motor vehicles has asked 
physicians belonging to the League against 
Epilepsy for advice regarding the licensing of 
epileptics, and the possibility of using electroen- 
cephalographic examinations in doubtful cases. 
It does seem wrong to give a driver's license to a 
man who is likely at any moment to lose con- 
sciousness and to drive into an oncoming car. 

Curiously, in the May 15, 1948, number of 
the ].A.M.A., William G. Lennox, a national 
expert on epilepsy, writes strongly condemning 
the desire of state authorities to protect their 
people from this terrible menace of the epileptic 
driver. Lennox thinks laws designed to keep 
epileptics from driving will defeat their purpose 
because these men will then hesitate to go to 
physicians to get help. 

As every physician knows, laws which compel 
a doctor to report patients of a certain type are 
often very embarrassing and therefore hard to 
enforce. A big difficulty is that the patient does 
not know the law, knows it and tries to circum- 
vent it, or else does not believe that in his par- 
ticular case the doctor should comply with it. 


Freedom of Research 


OFTEN one reads that should the day ever come 
when certain men would have their way and 
would preside over the bureau in charge of state 
medicine, some politician or his secretary will 
tell scientific workers what they should look for 
and find. 

If that day ever comes, it will be a bad one for 
science, because every man who has lived much 
of his life in research laboratories knows that 
some of the best and most useful discoveries 
have come indirectly from research on some- 
thing else. Walter B. Cannon often used to re- 
mark on the fact that, when a man starts on a 
bit of research, he is likely to wind up working 
in an entirely different field and following up a 
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discovery which he made along the way. For 
instance, Irving Langmuir, while studying high 
vacuums and the vaporization of metals, ran onto 
information which gave us the modern tung- 
sten electric light. Everyone with an alert 
mind who has ever done research knows that the 
man in the laboratory keeps turning up new 
problems all the time. 

The essential point is that no one, and cer- 
tainly no politician, should ever be put in a posi- 
tion that would enable him to tell able research 
workers what they should look for. 


Cancer of the Duodenum 


Ir HAS BEEN KNOWN for some time that primary 
carcinoma of the duodenum is a rare disease. It 
is found in anywhere from | case in 3,000 to 
1 case in 31,000 autopsies. The difference in sta- 
tistics probably depends on the pathologist's in- 
terpretation of what is a carcinoma of the duo- 
denum. Most carcinomas that are found in the 
duodenum are really cancers of the bile duct or 
pancreatic duct, or of the head of the pancreas. 
Occasionally, carcinoma of the stomach invades 
the duodenum, but often then it has difficulty 
in invading the duodenal mucosa. 

In the March, 1950, number of the Annals of 
Internal Medicine, J. Kleinerman and his col- 
leagues from the Department of Pathology of 
the Montefiore Hospital in Pittsburgh discussed 
the subject at length. They collected from the 


literature 167 cases which were found during 


-483,695 necropsies. The percentage was .035. 


The authors reported two cases of primary 
carcinoma of the duodenum. They stated that a 
total of 438 proven cases has been reported to 
date in the literature, of which 22.5 per cent 
were above the papilla, 59.2 per cent were 
around the papilla, and 18.3 per cent were be- 
low the papilla. Evidently carcinoma of the duo- 
denum is not quite so rare as it has been thought 
to be. However, the writers did not discuss with 
care the question of whether the carcinomas seen 
arose in the mucosa of the duodenum or grew 
into it from the outside. 

Actually, a physician can always dismiss the 
worries of a patient with an ulcer below the py- 
lorus by telling him that his chances of dying of 
carcinoma of that ulcer are smaller than those 
of his being run over by an automobile! Malig- 
nant degeneration of a duodenal ulcer is rare. 


Little Strokes and Falls 


ONE OF THE BuGABOOs of life insurance com- 
pany adjustors is 'the problem of the man or 
woman who falls and: later is found to be suf- 
fering from a hemorrhage or thrombosis in some 
blood vessel of the brain. Then the patient’s 
family maintains that the fall caused the cerebral 
injury, and the insurance company maintains 
that the person fell because of the stroke. 

As Dr. Karl Evang, head of the Norwegian 
Public Health Service, recently noted, at such 
trials it is not a pleasant sight to see several em- 
inent physicians testifying that the stroke came 
first, and an equally eminent group of physicians 
testifying that the fall came first. It would be 
so much better and more dignified if in these 
cases all the medical experts were to be paid by 
the court and were to testify as “friends of the 
court.” 

Actually, perhaps in most cases, the impres- 
sion gained by men who have made a particular 
study of cerebral apoplexy is that the patient 
fell because of the stroke. The reason for this is 
that often when the patient survives, if he or she 
is questioned sympathetically and carefully by a 
physician, he or she will say, “Yes, I know I 
blacked out first, and that is why I fell.” 


Phantom Limb Pain 


ONE OF THE most terrible diseases known to 
man is that of phantom limb pain or the type of 
severe pain in an extremity that keeps up after 
every nerve running from the painful area to the 
brain has been cut. Such pain is often called 
causalgia. Sometimes the patients feel a great 
sense of warmth or itching or other distress in 
the phantom limb, or there may be an agonizing 
torturing sensation, with piercing, cramping, 
burning, or cutting pains and various types of 
throbbing and stabbing sensations. Livingston 
once wrote a book on the subject without com- 
ing to any decided conclusions. One difficulty 
with these pains is that they can often be sus- 
pected of having a psychic origin, 

In many cases after cutting all the sensory 
nerves, surgeons have cut the sympathetic nerves 
and even stripped the arteries—but commonly 
this did not help. In 1949 in Copenhagen, K. E. 
Kallio reported that in the majority of his 39 
patients with phantom pain, sympathectomy only 


made matters worse. In 29 cases, the immediate 
results were good but in most cases, after a year 
or so the pain was back. Accordingly Kallio felt 
that the value of sympathectomy in these cases 
has been overrated. 

In the Archives of Neurology and Psychiatry 
for May, 1950, T. T. Stone quoted Magoun’s 
statement that the posterior central convolution 
of the brain is one of the receptive centers for 
the consciousness of pain, and that removal of 
some of the cortex in this region should relieve 
pain on the other side of the body. Stone re- 
ported the cases of 3 patients with phantom limb 
pain of organic origin and one case of pain of 
central origin in which permanent relief was 
given by a subpial resection of part of the pos- 
terior central convolution. 

It is greatly to be hoped that further studies 
will show that this method is worth trying in 
many cases. 


Procaine Given Intravenously 


As NOTED in a recent editorial, a number of 
physicians have been reporting remarkable re- 
sults from the intravenous injection of procaine. 
Other physicians have been very doubtful about 
the procedure. 

In the August, 1950, number of The Amer- 
ican Journal of the Medical Sciences, Dr. Robert 
F. Kibler and Dr. Harold W. Schnaper reported 
that 1 Gm. of procaine administered intrave- 
nously over a period of from 55 to 75 minutes to 
adult human subjects, did not significantly raise 
the pain threshold to radiant heat, as applied to 
the skin of the forehead with the usual appara- 
tus for measuring the threshold for pain. 

These observations make it all the more dif- 
ficult to see how this treatment can do any good 
to patients who are suffering from pain. 


Congress Replies 
(in a small voice) 


SEVERAL MONTHS ago, pursuant to instructions 
from the Congress of Delegates, Academy head- 
quarters mailed to every member of the Senate 
and House of Representatives a copy of a reso- 
lution adopted at the St. Louis Assembly, Febru- 
ary 21, opposing any form of compulsory Fed- 
eral health insurance or any form of legislation 
aimed at the socialization of medicine. 
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By September 1, a total of 69 replies had been 
received—33 of them from Senators. Of the 69 
replies, 35 expressed agreement with the prin- 
ciples expressed in the resolution, 33 were non- 
committal and one in disagreement—that one 
from Senator Humphrey of Minnesota, one of 
the sponsors of the Administration’s health insur- 
ance program. It seems reasonable to assume that 
some of the others, who did not specifically in- 
dicate agreement with the resolution, could be 
counted on to vote against any future legisla- 
tion aimed at placing Czar Ewing on a throne 
to rule the medical profession. © 

We quote, first, excerpts from several letters 
of Senators that were in agreement with the 
Academy's views: 

L. C. Hunt, Wyoming: “I am happy to see 
the American Academy of General Practice take 
a definite stand . . . your support is deeply ap- 
preciated.” 

Homer Ferguson, Michigan: “I am very much 
opposed to socializing the medical profession.” 

Styles Bridges, New Hampshire: “I want to 
assure . . . your membership of my opposition 
to any so-called socialized medicine proposal.” 

James P. Kem, Missouri: “This proposal 
[compulsory health insurance] comprised only 
a part of the pattern for a socialized state which 
the President presented to the Congress. The 
course he charted is definitely not in the Ameri- 
can tradition.” 

John Sparkman, Alabama: “I am opposed to 
socialized medicine and sincerely believe the 
problem can be solved by voluntary health insur- 
ance.” 

H. Alexander Smith, New Jersey: “I am op- 
posed to this type of legislation and joined with 
Senator Taft in introducing a bill providing for 
a voluntary health insurance plan.” 

Eugene D. Millikin, Colorado: “I. . . will 
not support any bill which would socialize medi- 
cine or the doctor or the patient or the nurse or 
anyone else.” 

Lister Hill, Alabama: “Our medical system 
has proved too valuable and effective to be re- 
placed by an untried system of compulsion.” 

S. L. Holland, Florida: “I am vigorously op- 
posed to the compulsory health insurance pro- 
gram or any similar legislation which I believe 
will bring about socialized medicine.” 
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Excerpts from letters from Representatives are 
also presented: 

F. A. Barrett, Wyoming: “Socialized medicine 
has been tried in Great Britain . . . the people 
expected to get something for practically noth- 
ing . . . but now they find they are getting prac- 
tically nothing for something.” 

J. R. Kerr, North Carolina: “I will always 
vote against any . . . step toward socialized medi- 
cine.” 

E. H. Jamison, Illinois: “I am militantly op- 
posed to socialized medicine in any form.” 

E. C. Michener, Michigan: “I am in agree- 
ment with your group in this matter.” 

John Kee, West Virginia: “I voted against Re- 
organization Plan No. 27 . . . I am opposed to 
‘socialized’ medicine.” 

James T. Dolliver, lowa: “My views on. . . 
compulsory health insurance coincide with those 
of your organization.” 

Carl T. Dunham, North Carolina: “Having 
spent over 30 years as a druggist, I am deeply 
interested.” 

Harris Ellsworth, Oregon: “I believe the reso- 
lution represents the view of the majority of 
American people.” 

However, there is one angle in this matter that 
should not be obscured by these heart-warming 
notes of agreement: Every member of both 
Houses of the Congress of the United States re- 
ceived a copy of this legislation. Yet out of 96 
Senators and 435 Congressmen, only 69 consid- 
ered the matter of sufficient importance to war- 


-rant even the courtesy of an acknowledgment. 


When only a third of our Senators and barely 
8 per cent of our Congressmen show even that 
much interest in a subject of such far-reaching 
implications, it would seem that the medical pro- 
fession still has some unfinished business in the 
field of public education. 

Do you, incidentally, know how your Senator 
—your Congressman—feels on the subject of 
compulsory health insurance . . . of socialized 
medicine? How many of your patients clearly 
understand how such legislation would affect 
their medical care? The surest way to meet the 
next onslaught of the Welfare State planners— 
and rest assured there will be further attempts— 
is to begin now to enlighten your patients and 
your representatives in Washington. 
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Spinal Anesthesia for Vaginul elivery 


BY STANLEY R. TRUMAN, 
Oakland, California 


M. D. 


Low-spinal anesthesia, with small doses of the accepted anesthetic drugs, is a safe and 
practicable means of painless delivery in the hands of those experienced in 

the technique and aware of its limitations. The condition of the babies and the 
mothers is excellent, and patients express enthusiasm for the method. 


WITHIN THE PAST FEW YEARS, spinal anesthesia 
has been used extensively during delivery, and 
numerous articles have been published on the 
subject. Some of the men have reported series 
many times larger than that to be reported here, 
but I fear that in their enthusiasm, the majority 
of the writers have become special pleaders, and 
have not been sufficiently critical. Although the 
present series of 209 cases is relatively small, 
thorough analysis and careful criticism have 
been attempted. 

Any physician contemplating the use of spinal 
anesthesia in obstetrics naturally must be familiar 
with the technique, the agents used, the indica- 
tions for and against use of the method, the 
complications, and their management and treat- 
ment. Persons not so equipped and trained should 
not use this method. 

The technique of spinal anesthesia for deliv- 
ery is essentially the same as that for any other 
procedure requiring a low level of anesthesia, 
and it should be emphasized that this is a low- 


spinal anesthesia with the use of a small amount 
of the anesthetic agent. The agents whose use is 
reported in the literature are procaine, Mety- 
caine, Pontocaine, and Nupercaine. In my series 
procaine was used at first, but because it usually 


‘ produced only about 45 minutes of anesthesia, 


its use was discontinued. Finally, Pontocaine 
was used and in doses of 6 mg. it produced 
anesthesia for a minimum of one and one-quar- 
ter hours and a maximum of two hours, with the 
average about one and one-half hours. 

The usual course of events was that after the 
onset of labor, when the patient began to be- 
come uncomfortable, from 0.2 to 0.28 Gm. of 
Nembutal was given. Further medication, usu- 
ally Demerol, was given as indicated. The great- 
est difficulty encountered was to select the 
moment, about one to one and one-fourth hours 
before delivery, when the anesthesia was to be 
given. (In the cases of primiparas, this is about 
the time the cervix is 7 to 8 cm. dilated; in mul- 
tiparas, when the cervix is 4 to 6 cm. dilated. Of 
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course, the rate of progress up to this stage must 
be taken into consideration. ) 

The patient was placed on her side with the 
legs drawn up as much as possible. The head 
was flexed. The head of the table was elevated 
15° to 20° so as to place the patient in the 
reverse Trendelenburg position. An attempt was 
made to do the spinal tap and administer the 
anesthetic between pains. A solution of 0.6 cc. 
of 1 per cent Pontocaine plus 1.4 cc. of 10 per 
cent glucose solution was injected through the 
fourth interspace, slowly, without barbatoge. 
The patient then rolled on her back and placed 
her feet in the supports. Through the remainder 
of the delivery the table was kept in the 15° to 
20° reverse Trendelenburg position. 


Dramatic Relief from Pain 
It should be pointed out that the full-term 


pregnant woman in labor reacts differently to 
spinal anesthesia than does the nonpregnant 
woman. This difference is that in the case of 
the pregnant woman in labor there is a more 
rapid and wider dispersion of the anesthetic 
agent which results in a more rapid onset and a 
higher level of anesthesia than a similar dose 
produces in the nonpregnant woman. Thus, in 
the pregnant woman, to produce a level of anes- 
thesia similar to that.in the nonpregnant woman, 
a smaller dose through a lower interspace must 
be given. 

After the anesthetic has been given, relief 
from pain is dramatic. In from three to five 
minutes there is no pain, and the nurses can 
assure the patients that they will not have any 
more pain. Usually anesthesia reaches the level 
of the umbilicus. In approximately one-quarter 
‘of the cases it extended halfway from the umbil- 
icus to the xiphoid process, and in two or three 
cases in which 10 mg. of Pontocaine was used, 
the anesthesia extended to the xiphoid process. 
This did not occur with the 6 mg. dose of Pon- 
tocaine, nor did it occur after adoption of the 
procedure of elevating the head of the table 15° 
to 20°. 

In two cases in which 50 mg. of procaine was 
given, the anesthesia was too low, and nitrous 
oxide was required for the last ten or fifteen 
minutes of labor. In six other cases, the duration 
of labor was misjudged and anesthesia termi- 


nated before delivery had been completed; gas 


then was given for the last ten to fifteen minutes. 
In these eight cases, delivery was so imminent 
that a second spinal anesthetic would have been 
undesirable. Thus, in eight of the 209 cases the 
spinal anesthesia was either incomplete or of too 
short duration. 

The wearing-off of the anesthesia during the 
latter part of the delivery, before the child was 
born, produced a considerable degree of uneasi- 
ness in the obstetrician, and called for constant 
guarding against the tendency to interfere pre- 
maturely or inadvisedly to speed things up. Cer- 
tainly here is an added temptation to “meddle- 
some obstetrics” and will power must be exerted 
to avoid yielding to it. Lest the temptation be- 
come too great, other anesthetics should always 
be available, preferably nitrous oxide and oxy- 
gen. 

A well-trained and competent nurse anesthe- 
tist was in attendance at all times before the 
spinal anesthetic was administered, and she re- 
mained in attendance during the time labor was 
in progress. She was in a position of constant 
watchfulness; she made periodic blood pressure 
determinations, and had in readiness oxygen, 
nitrous oxide-oxygen, glucose for intravenous 
use, and other agents and medications. 

In one case a second spinal anesthetic was 
given. The patient was a primipara with moder- 
ately small measurements and an eight and one- 
half pound baby. Under the first anesthesia, 
progress was steady but slow. When the injec- 
tion began to wear off after about one and one- 
half hours, a second was given, and the patient 
was delivered readily with the aid of low forceps 
one hour after the second injection. There is no 
serious contraindication to administering a sec- 
ond spinal anesthetic, and several investigators 
recommend it, but the confusion of handling a 
patient whose legs are anesthetized, the rescrub- 
bing and redraping and changing of gowns, plus 
the extended time the physician must be in 
attendance in the delivery. room make the pro- 
cedure inadvisable except in unusual circum- 
stances. 


Uterine Contractions 


A question that arises is: If pain is absent, 
what happens to the contractions? No one yet 
has made any measurement of the effects of the 
lack of pain on the contractions, so that all state- 
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ments are only impressions. That contractions 
are still occurring can be determined only by 
palpating the fundus of the uterus, because the 
patient is totally unaware of them. In a few 
patients in the present series, no noticeable 
change took place, but in the majority there was 
a brief period, often of ten to twenty minutes, 
in which the tone of the uterus increased but in 
which contractions were less frequent, less vigor- 
ous, or absent. This quiet phase usually dis- 
appeared and the rhythm and vigor of the con- 
tractions again became almost normal. 

In the majority of cases the contractions 
seemed ta be of somewhat reduced intensity. 
If in from fifteen to thirty minutes they were 
not approximately normal in frequency and 
strength, Pitocin was given, starting with doses 
of one minim and repeating them or increasing 
them by increments of one minim at ten to fif- 
teen minute intervals as necessary. In 7 of the 
209 cases, contractions were completely inter- 
rupted for a little more than thirty minutes. 
However, all seven patients resumed labor and 
delivered spontaneously within the duration of 
the anesthesia. In general, the higher the level 
of anesthesia, the greater the interference with 
the contractions. In all cases the perineum and 
the pelvic floor were considerably relaxed. This 
facilitated delivery, it permitted a smaller episi- 
otomy, and occasionally none at all was neces- 
sary. It aided materially in the application of 
forceps when this was needed. 

The effect on the cervix was also one of re- 
laxation. If the cervix was already soft, it was 
noted that it seemed to relax completely as the 
anesthetic took effect, so that in many cases im- 
mediately after the spinal anesthetic had been 
given, the cervix no longer acted as a barrier to 
delivery and the patient could then start to push. 
If the level of anesthesia was below the twelfth 
dorsal nerve root distribution, there seemed to be 
only moderate limitation of the action of the ab- 
dominal muscles and diaphragm, and the patient 
could co-operate. This made spontaneous delivery 
possible in about 35 per cent of the cases. There 
is no question that in general the expulsive 
forces of the abdominal muscles were reduced, 
and more than the usual amount of instruction 
and coaching had to be given the patient be- 
cause she was usually relatively unaware of the 
effort, and occasionally entirely unaware of it. 
This is due to the loss of muscle sense before 


GP @ November, 1950 


motor power is affected. Furthermore, in those 
cases in which the anesthesia had gone halfway 
between the umbilicus and the xiphoid process 
or higher, there was still further diminution in 
the ability to contract the abdominal muscles, 
and in practically all such cases low-forceps de- 
livery was necessary. In this series forceps were 
applied in 65 per cent of the deliveries. From 
this experience it can be concluded that low- 
forceps delivery will be required 50 to 75 per 
cent more often for patients given spinal anes- 
thesia than for those who are not. 

Although the relaxed pelvic musculature was 
an aid to the application and use of forceps, if 
the occiput was posterior, the relaxation seemed 
to contribute to delay in rotation of the occiput 
to an anterior position, and therefore application 
of forceps to correct this condition was required 
more frequently. Also it was noted that with the 
baby in anterior position, the head often had a 
tendency to rotate from the direct anterior posi- 
tion between contractions. This was due, presum- 
ably, to the relaxed pelvic musculature. This 
might make the correct application of forceps 
difficult. The author does not believe that the 
frequent use of forceps for outlet delivery over- 
weighs the advantages of the method. 


Reduced Blood Loss 


One of the interesting things noted in this 
series was that the blood loss was considerably 
reduced in the majority of cases. It was recorded 


‘as considerably reduced in 60 per cent of the 


cases. In four cases, there seemed to be a ten- 
dency for the woman to continue to bleed after 
delivery, although the uterus was firm. On in- 
spection, the cervix was found to be very relaxed, 
and blood was coming from the relaxed cervical 
wall. In these four instances, the cervix was 
wiped dry and immediately sponged with tinc- 
ture of Merthiolate. This produced enough local 
irritation to cause contraction and the bleeding 
was controlled. 

The fall of the blood pressure frequently en- 
countered with spinal anesthesia was rarely noted 
with the low-spinal anesthesia and small dose of 
drug used in this series. The blood pressure was 
taken regularly and frequently. In only two 
cases was the fall of blood pressure sufficient to 
require attention. In the first, the pressure fell 
rather rapidly from 135 mm. of mercury systolic 


and 90 mm. diastolic to 90 mm. systolic and 60 
mm. diastolic. In the second, it was 175 mm. 
systolic and 110 mm. diastolic and fell to 80 mm. 
systolic and 90 mm. diastolic. In both cases there 
was prompt response to leveling of the table and 
injection of 0.05 Gm. of ephedrine. In neither 
case could the patient's condition have been con- 
sidered alarming or critical, and both patients 
felt well throughout the delivery. Oxygen and 
glucose for intravenous administration always 
were available in the delivery room, but at no 
time was it necessary to use either. 

Special mention should be made of one group 
of patients—the multiparas who came to term 
with the head low in the pelvis, the cervix thin 
and soft and dilated one to two finger-breadths 
before labor had started. This group was com- 
prised of eight patients, who were treated in the 
following manner: each was hospitalized at a 
convenient time, and one minim of Pitocin was 
given. If contractions followed, the membranes 
were ruptured, the spinal anesthetic was given 
immediately, and the patient was prepared for 
delivery. The majority needed an extra minim 
or two of Pitocin to maintain contractions. The 
eight patients all delivered spontaneously within 
45 minutes without pain or complications of any 
sort to child or mother. This was possible be- 
cause the increased relaxation of the cervix, 
which seems to accompany spinal anesthesia, 


and the softening and dilation present before 


labor started, virtually eliminated the first stage 
of labor. It must be emphasized that this proce- 
dure is not recommended as routine for delivery 
of multiparas but is applicable when the head is 
low, the canal obliterated, the cervix soft and 
partially dilated. In these circumstances the re- 
sults are satisfactory and dramatic. 


Fine Condition of Babies 


The excellent condition of the babies at the 
time of delivery is one of the constant and most 
generally noted features of delivery under spinal 
anesthesia. In all but one of the entire 209 cases, 
the condition of the baby was considered excel- 
lent. In the one exception the condition was 
only good. The baby was born prematurely of 
a hypertensive mother, and although it cried 
spontaneously, it was given oxygen for a few 
minutes because it was not pink enough. The 
author is of the opinion, however, that its con- 


dition was far better than that of a majority of 
premature babies born of mothers given sedative 
drugs and gas. 

The general condition of the mothers during 
delivery and post-partum also was excellent and 
gratifying. During the delivery they dozed or 
chatted and usually pushed when directed. Sev- 
eral had slight nausea and four vomited, but this 
produced no hazard of aspiration pneumonia as 
does vomiting during general anesthesia. Imme- 
diately post-partum, all the mothers felt fine and 
many registered a wish for “a rare’ steak” or 
other food during or immediately after delivery. 

With the small doses of anesthetic used, the 
author has not encountered any of the compli- 
cations, such as transient leg weakness, occasion- 
ally encountered by others. So-called spinal head- 
ache was the one complication that frustrated at- 
tempts at prevention and cure. This occurred in 
28 (13.4 per cent) of the 209 cases, an incidence 
approximately twice as high as that encountered 
in nonpregnant patients given spinal anesthesia. 
In only three cases, however, was it severe 
enough to interfere with the patient’s going 
home, ambulatory, on the fifth day. Usually the 
headaches were mild and disappeared immedi- 
ately when the patient lay down, but recurred in 
a few moments when the patient sat up. One pa- 
tient had had a spinal puncture for diagnostic pur- 
poses in the fourth month of pregnancy, and in- 
tense headache had developed at that time. Be- 
cause of this, it was planned not to give spinal 
anesthesia at the time of delivery. However, 
when the time came the patient asked for and 
was given spinal anesthesia. Not even slight 
headache ensued. Recently the use of a tight 
abdominal binder has been found to give some 
degree of relief from the headaches. 

As to the attitude of the patients themselves 
after delivery under spinal anesthesia, there 
seemed to be tremendous psychologic satisfaction 
in being awake when the child was born. More- 
over, there was complete relief from pain. Such 
comments as, “I'll have a baby every year if this 
is all there is to it,” were typical. All of the 209 
women expressed a wish for spinal anesthesia for 
any subsequent delivery. It is my impression 
that most of these women were normal persons 
and would have had their children even if there 
had been no anesthesia. Some patients requested 
spinal anesthesia, others had been prejudiced 
against it (unfortunately, frequently by a physi- 
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cian), but the majority of patients.seemed to 
have an entirely open mind. It was the author’s 
policy never to force this kind of anesthesia on a 
doubtful or reluctant patient; and to those re- 
questing delivery by this method, it was ex- 


that frequently the rate of progress of labor is 
such that other methods might be better. In the 
three years during which this work was being 
carried out, about one of every three patients 
was delivered with spinal anesthesia. 


The Risks of Spinal Anesthesia 


A word should be said with regard to the risks 
of spinal anesthesia in obstetrics. The state of 
pregnancy alters many physiologic processes so 
that the pregnant woman often responds in a 
way different from that of the nonpregnant 
woman to various procedures and medications. 
That the response of a pregnant patient to spinal 
anesthesia will be different should then be as- 
sumed; certainly it should not cause surprise. 
With the low injection of hyperbaric solution, 
with the small dose given, and with the eleva- 
tion of the head of the table, the nonpregnant 
person would have hardly any anesthesia of the 
abdominal wall; yet the woman in labor has an- 
esthesia as high as the ninth dorsal nerve root 
distribution. This may be due in part to the re- 
current distention and emptying of the veins of 
the spinal canal that accompanies the uterine con- 
tractions. This expansion and contraction of the 
veins cause a decrease and increase in the space 
in the spinal canal. The effect is a wave-like up 
and down motion of the spinal fluid which car- 
ries the anesthetic higher. Other factors which 


these men was about 18 years. 


a definite prolongation of coagulation time. 
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plained that it would be given if possible, but — 


are contributory are lower blood pressure, lower 
spinal fluid pressure, and obliteration of the lum- 
bar curve. 

Spinal anesthesia for any procedure carries 
with it the risk of chemical or bacterial menin- 
gitis. Fortunately, complications of this nature 
are extremely rare and the hazard has to be bal- 
anced against the risks of aspiration pneumonia 
and anoxemia associated with anesthesia by gas. 

Before undertaking delivery with spinal anes- 
thesia the physician must be familiar with and 
experienced in the use of spinal anesthesia and 
be aware of the peculiarities of response of the 
pregnant woman to the anesthetic. 

He must be willing to spend more time with 
the patient in the final stages of labor than is 
usually spent at the present time, and he must 
be ready to use forceps more frequently than 
with the conventional methods of delivery. He 
must also be ready to resist the temptation to 
speed up the delivery and must be prepared to 
offer additional anesthesia if the spinal appears 
to be wearing off before delivery is completed. 

The author does not believe in routine pro- 
cedures of any sort but believes that this is a 
splendid method of delivery for normal deliv- 
eries when all conditions are satisfactory and 
may even be considered the anesthesia of choice 
for difficult conditions such as breech presenta- 
tion, prematures, twins, occiput posterior, and 
version and extraction where maximum relaxa- 
tion of pelvic structures and maximum oxygen- 
ation for the fetus are all of such great impor- 


-tance. 


It is to be hoped that reckless and indiscrimi- 
nate enthusiasm will not interfere with the use 


of this splendid type of obstetric anesthesia. 


Hemophilia 
In 1943, THERE APPEARED a splendid monograph by Mogens Andreassen who had been able 
to find 205 hemophiliacs in 63 different families in Denmark. The average age at death of 


It has long been stated in books that the mothers of hemophiliacs are normal, and it is only 
their sons who get the disease. Now it has been found that the blood of the mothers is not 
entirely normal. Andreassen found that 30 out of 31 of the mothers of the hemophiliacs showed 


It is now suspected by geneticists that a hemophiliac is born when a man with the tendency 
marries a woman with a submerged tendency. 
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What Others Are Saying... 


Ne Specialization in Undergraduate Wears 


Tue First THOUGHT that occurs is that the role 
of the medical school is to give each student 
undergraduate the necessary basic training that 
will afford him a foundation for practice in any 
field. It should not attempt to make him a special- 
ist during his undergraduate years. This is a mat- 
ter for postdoctorial training. 

At its inception, the University of Rochester 
School of Medicine has had that for an ideal. 
During the past 25 years the school has been 
under heavy pressure from all sorts of sources 
to add special subjects to its curriculum, and 
these have been steadily resisted. 

The clinical departments of the school each 
have two programs, one for undergraduates, and 
one for those who seek residencies in special 
fields leading to specialty board certification. 

Our faculty has recently embarked upon a 
study of the undergraduate curriculum with the 
object of retaining the basic clinical training in 
its pristine simplicity, and deferring specialty 
training for the postdoctorial program. We have 


introduced a two-year rotating internship cover- - 


ing the general, rather than the special fields of 
medicine, surgery, obstetrics, and psychiatry, and 
pediatrics. The surgical and gynecological parts 
of this internship cover only those parts which a 
general physician needs, leaving the operative 
aspects of these fields for those desiring to pur- 
sue them as specialists. Those who receive this 
training will be general men who will not be 
ready to attempt skilled surgical procedures and 
the skilled instrumentation of the specialties. 

On the relation of the medical center hospitals 
to the general practitioner I would like to offer 
the following thoughts: 

The medical service of such hospitals offers 
the natural place for general physicians trained as 
outlined above. In our own hospital we have a 
considerable number of such men, some certi- 
fied as internists and more who are not certified. 
Our main concern is that we have men who can 
teach the basic clinical techniques. The limited 
number of private and semi-private beds in our 
hospital does not permit us to include all the 
good general men in the community who could 
qualify for appointment. 

In a teaching hospital there are certain differ- 
ences from general community hospitals. Certain 
men devote their whole time to each of the 
major services. This has grown up in order to 


provide programs of research and development 
of new knowledge in each field. It also provides 
continuity in the teaching program by protecting 
whole-time men from the inevitable interruptions 
of a general practice, giving them leisure for 
study and preparation of their contributions to 
teaching and research. 

The relationship of such whole-time men to 
their brothers in general practice should be care- 
fully worked out, preferably on the basis of 
making them consultants only, and removing 
them entirely from the competitive aspects of 
practice. Ideally they should receive patients only 
when referred by other physicians, and they 
should return the patient to the referring physi- 
cian after they have fulfilled the task for which 
the patient was referred. 

Thus a general physician might refer his 
patient for such services as he himself is not 
prepared to provide, but he has every right to 
expect that such a patient will be returned to 
him once this service has been rendered. 

Difficulties in this relationship have arisen in 
the past and will continue to arise in the future 
whenever the hospital as such intervenes in such 
a way as to take over the care of patients referred 
to it, or carelessly to permit a patient to continue 
to receive care after the requested service has 
been rendered. Positive safeguards against this 
are needed. It is not enough to leave it to chance 
that every member of the staff will be ideally 
ethical. 

It seems to me that those in charge of hospitals 
are increasingly aware that it is not in the best 
interests of the public or of the hospitals them- 
selves to allow institutions to absorb the func- 
tions of the general practitioner. There is a 
proper place for home care, and office practice. 
outside the hospitals. In fact the already high 
cost of hospital care would become insupportable 
if hospitals were to drive the general practitioner 
out of business by absorbing the whole field of 
practice. The federal government itself could not 
support the costs of such a development. The 
problems that confront us today require for their 
solution the establishment of the optimal balance 
between the intramural functions of the hospital 
staff and the extramural functions of the family 
physician.—Witu1am S. McCann, M.D., in the 
bulletin of the New York State chapter of the 
A. A. G. P. 
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BY LAWRENCE M. TRAUNER, 
San Francisco, California 


The proper management of postoperative distention consists first of making a 
diagnosis by x-ray examination and then proceeding on the findings. An 
adynamic ileus may first be treated by stimulating drugs. If no relief 


is obtained, intestinal intubation is carried out. Partial mechanical 
block may be treated by intubation, but surgical intervention may 
subsequently be necessary. Complete mechanical biock requires surgery. 


A CERTAIN DEGREE of bowel distention is usually 
considered as an annoying but otherwise not 
serious complication following any abdominal 
surgery. Many workers feel that the milder forms 
of distention are due to swallowed air, with very 
little due to diffusion from the blood vessels and 
little or none from intestinal putrefaction. 
Within recent years, intestinal and parasympa- 
thetic nerve-stimulating drugs (Prostigmine, 
Stigminene, Urecholine) have been advanced 
as cures or prophylactics for the condition. Early 
ambulation has been advocated to prevent or 
clear up postoperative distention. In a previous 
study, Levitin and the author showed that after 
every case of abdominal surgery, a certain but 
definite amount of bowel distention resulted. Of 
these, a small percentage of distention was found 
to be due to actual mechanical blocking, usually 
by adhesive bands which partially or completely 
shut off the bowel lumen. In this latter group, 


the use of stimulating drugs or ambulation would 
be useless or even harmful. 
In the management of distention following 


abdominal surgery, the first step is to determine 


what kind of distention one is dealing with, 
whether it is due to adynamic block (paralytic 
ileus due to sympathetic nerve stimulation) or 
whether the distention is due to an actual me- 
chanical block. If possible, a definite diagnosis 
should be made, so that we know with what we 
are confronted, what procedure we should under- 
take, and what results can be expected. 
Following abdominal operation, a patient 
showing any signs of distention, regardless of 
severity, should have an x-ray film of the ab- 
domen. A film showing many small scattered 
(segmented) loops of distended small and large 
bowel is indicative of block due to adynamic 
ileus. The loops are distended with gas and 
sometimes with fluid, but have no sharp con- 
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Figures 1a (below) and 1b 
(right). Adynamic ileus show- 
ing scattered loops of small 
and large bowel with mul- 
tiple fluid levels. 


trasting lines—the bowel appears at rest. There 
may be just a single loop, or a few loops of bowel, 
or there may be many scattered loops of small 
and large bowel with multiple fluid levels. (See 
Figures 1a-b.) 

A film of the abdomen showing large, promi- 
nent, sharply contrasted loops of bowel, down to 
a point of obstruction, is diagnostic of a mechan- 
ical block (ibid). Fluid levels in the bowel are 
only seen in a horizontal plane when the film is 
taken with the patient in a horizontal position. 
(See Figures 2a-b.) Follow-up films will show 
change in size and shape of the loops, with some 
blurring of the outlines of some of the loops, 
which is evidence of vigorous peristalsis. If the 
obstruction is not relieved, the film may show an 
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increase of fluid in the loops and decreasing 
activity of the bowel. If the obstruction is com- 
plete, no gas is seen in the large bowel. With 
partial obstruction, gas may be seen in different 
areas in the colon, but not under tension. The 
technique of the x-ray examination is fully 
described by Brunn and Levitin. It is a simple 
procedure, with the patient first in a supine posi- 
tion, and then lying horizontal on either side to 
show fluid levels and movement of gas and fluid. 


Treatment 


Having determined by x-ray examination what 
type of block is causing the distention, the next 
step is to attempt to relieve the condition. If the 
film shows the presence of an adynamic ileus 
with no evidence of mechanical block, the sur- 
geon has a choice of two procedures: use of 
stimulating drugs or intubation. 

The most recent drug to be introduced is 
Urecholine, closely related pharmacologically to 
acetylcholine. Stafford and his co-workers state 
that it has little or no effect on the heart rate, 
peripheral circulation, or blood pressure and is 
of relatively low toxicity when administered 
orally or subcutaneously. When given intramus- 
cularly or intravenously, it loses its selective ac- 
tion on the gastrointestinal tract and may pro- 
duce a drop in blood pressure with circulatory 
collapse. It may act as a bronchoconstrictor, so 
it should be used with extreme caution in cases 
with asthma or history of allergy. Given subcu- 
taneously, orally, or sublingually, the usual pro- 
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cedure is to give an initial dose of 5.0 mg. sub- 
cutaneously, followed in three hours by 25 or 
30 mg. orally or sublingually, repeating three to 
four times daily as needed. 

The cholinergic drugs, Prostigmine 1:2000 
solution, or Stigminene | cc. (0.5 mg.), may be 
given intramuscularly every three hours until 
relief is obtained. They may cause an increase 
in intensity of abdominal cramps; this may be 
due to an effort of the normal bowel to over- 
come the atony of the ileus. No drugs should be 
used in the presence of acute inflammatory 
lesions of the gastrointestinal tract or associated 
peritonitis where stimulation of peristalsis could 
spread the infection. Failure to relieve the dis- 
tention after a reasonable preliminary trial with 
drugs is an indication to proceed with the alter- 
nate step, intubation. 

When the abdominal film shows a partial me- 
chanical block (evidenced by gas in the large 
bowel), immediate intubation is indicated. There 
is no immediate danger from any slight delay 
in the passage of the tube, as some intestinal 
content is passing the block. Intubation will 
often break up and permanently relieve the 
block. We feel that stimulating drugs should 
not be given a preliminary trial before intuba- 
tion in partial mechanical block, and certainly 
should never be used in complete mechanical 


block. 
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Intestinal intubation is carried out with the 
long intestinal tube. Passing a short (Levin) 
tube with suction is not always adequate and 
only subjects a sick patient to two annoying pro- 
cedures if the first is unsuccessful. The type of 
tube selected is entirely up to the discretion of 
the doctor—it is a matter of what he is accus- 
tomed to handling. 

Cantor, in his excellent book, Intestinal Intu- 
bation, goes into an exhaustive discussion of the 
merits of his tube as compared to others that are 
in vogue. Recently, at the annual meeting of the 
California Medical Association in May, 1950, 
Payne, Blatherwick, and Roe exhibited a double 
lumen plastic resin tube. The outer tube con- 
tained large holes for suction and the inner tube 
connected with the balloon-bolus. They contend 
that their tube (“The USC Trial Double Tube”), 
in contradistinction to others, is of adequate 
length and satisfactory diameter. The small flex- 
ible inflation-deflation tube allows free mobility 
and free advancement of the balloon-bolus. The 
size of the bolus is controlled, preventing transu- 
dation of gas and overdistention. However, it is 


Figures 2a (left) and 2b (above). Me- 
chanical block showing large, prom- 
inent, sharply contrasted loops of 
bowel. Fluid levels are only seen in 
horizontal decubitus plane. 
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not within the province of this paper to go into 
any lengthy discussion concerning advantages or 
disadvantages of any one type of tube. We have 
become accustomed to the use of the single 
lumen Harris tube, with weighted head utilizing 
the lability and cohesive power (“free-flow”) of 
metallic mercury, and have had gratifying re- 
sults with it. 

The procedure for passing the tube is described 
fully in Cantor’s book. With the Harris tube an 
instruction sheet is included, giving complete 
details for flushing the rubber bag with carbon 
dioxide before intubation to prevent gaseous dis- 
tention of the bag by osmosis while it is within 
the lumen of the bowel. Complete instructions 
for preliminary preparation, insertion, and pass- 
ing of the tube are included. After the tube is 
inserted and preliminary flushing of the stomach 
is carried, it is then allowed to descend sponta- 
neously to the three-foot mark. Follow-up x-ray 
films are then taken to note the position of the 
tube and the condition of the distention. As 
pointed out by Harris and Gordon, two or three 
feet of tubing in the upper small bowel will 
often deflate the entire small bowel, so it is 
usually not necessary to allow further descent of 
the tube. The tube is left in place with Wangen- 
steen suction, and follow-up x-ray films are taken 
at intervals. When all distention is reduced, as 
seen in the film—not by clinical evidence—the 
suction is clamped off with the tube remaining 
in place. If no distention is evident after 24 to 
48 hours, the tube is then removed by pulling it 
back through the nares. 


Mechanical Block 


The question may be raised at this point: why 
the preliminary scout x-ray film before passing 
the tube? Why not immediately intubate a post- 
operative patient showing any signs of disten- 
tion? Reference is again made to the work of 
Levitin and the author who showed by x-ray 
studies that a certain small percentage of post- 
operative distention is due to actual mechanical 
block. This is sometimes evident almost immedi- 
ately in the film. 

When this condition is encountered, intuba- 
tion may be started, but the surgeon is fore- 
warned to be prepared to take additional steps 
if the distention is not relieved by intubation. 
Follow-up films will indicate this: partial me- 


chanical blocks are often relieved by intubation 
and the bowel remains open after full decom- 
pression. However, in the event that the block 
is not relieved, then surgical intervention is indi- 
cated. Too long delay in the relief of distention 
invites disaster. The film acts as its name indi- 
cates: as a “scout” to forewarn of any impending 
danger. This is graphically illustrated by the 
second case cited in Group I in the paper of 
Levitin and Trauner. Here, following appendec- 
tomy for perforation, immediate and subsequent 
x-tay films showed mechanical obstruction. In- 
tubation and Wangensteen suction were started 
on the twelfth postoperative day when clinical 
signs and symptoms of obstruction became mani- 
fest. Suction was unsuccessful, and on the eight- 
eenth postoperative day, surgery was again per- 
formed and an adhesive band was released, with 
subsequent good results. 

When the x-ray films show complete mechani- 
cal block, with no evidence of gas in the large 
bowel, surgical intervention is indicated, as no 
other procedure will relieve this condition per- 
manently. However, before surgery is carried 
out, if it is felt that the bowel is viable and that 
delay will not endanger the patient, then intu- 
bation may first be done to decompress the 
blocked bowel and facilitate the subsequent op- 
erative procedure. Too much time should not 
elapse in getting the tube down and suction 
started, as increasing interluminary pressure in 
the small bowel may cause pressure, necrosis, 
gangrene of the bowel, and peritonitis. 

In addition to active treatment of distention, 
attention must be paid to the general support of 
the patient. Water and electrolyte balance must 
be adequately maintained but their requirements 
are minimal after operation. Immediate intra- 
venous administration of 500 cc. of whole blood 
and 1,000 cc. of 5 per cent dextrose in water will 
usually take care of any fluid loss and electrolyte 
disturbance. However, in an intubated patient, 
there may be a loss of as much as 5,000 cc. of 
fluid, causing considerable disturbance of the 
electrolyte balance; immediate corrective steps 
must then be taken. The sucked-out fluid should 
be replaced by an equal amount plus 2,000 cc. 
in addition. Check-up blood examinations should 
be made of the nonprotein nitrogen, carbon di- 
oxide combining power, and chloride plasma 
levels and corrections made by intravenous saline 
solution. General nutrition should be maintained 
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by oral administration of protein hydrolysates 
and intravenous administration of vitamins, 
notably vitamins B and C. 


The Ruptured Bag 


Occasionally, upon withdrawing the tube or 
while it is descending through the bowel, the 
bag containing the mercury will be torn, allow- 
ing free mercury to escape into the intestinal 
tract. According to Harris and Gordon, this will 
neither cause complications nor be harmful in 
any way in the intact intestinal tract. Oa the 
other hand, in a recent report, Lindemuth cites 
a case of fecal fistula, following acute appendi- 
citis with perforation and peritonitis, which 
failed to heal because of the presence of metallic 
mercury which had been introduced into the in- 
testinal tract by rupture of a Miller-Abbott bag 


containing the mercury. Three operations were 
performed, the final one consisting of excision 
of the fistulous tract and all mercury-bearing 
tissue, and closure of the abdominal wall in ana- 
tomic planes, before complete healing was ob- 
tained. 

Birnbaum reports a case of carcinoma of the 
rectosigmoid which was being decompressed by 
a Miller-Abbott tube with mercury in the bag, 
prior to operation. The bag ruptured allowing 
free mercury to escape into the intestinal tract. 
On performing a colostomy, the appendix was 
found to be markedly engorged, so was removed. 
Pathologic examination showed ulceration and 
hemorrhage in the mucosa, apparently due to the 
direct action of the metallic mercury. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


In Nature for January 21, 1950, there is an article by D. W. Adamson and A. F. Green of the 
Wellcome Research Laboratories. They reported the discovery of a series of potent analgesics, 
as active as morphine, at least for the rat. They are complicated chemicals. In a number of ways 
their action resembles that of morphine. The compounds exhibit also considerable antihistaminic, 
spasm lytic and local anesthetic activities. 

The interesting thing is that these new compounds do not resemble morphine chemically. They 
are amino-butenes. Physicians will await with interest the appearance of these drugs on the 
market. 


Intestinal Obstruction from Food 

Every once in a while one hears of a case in which a man ate a great deal of some food, prob- 
ably without chewing it, and got an intestinal obstruction. Usually the obstruction is in the last 
few inches of the terminal ileum. The commonest cause of such obstruction is persimmon pulp; 
other causes are peaches, mushrooms, bran, apple cores, figs, cherries (usually including the 
stones), grapes, beans, and watermelon. There are two cases on record in which a man ate so 
many grasshoppers that he obstructed his bowel! There is a story of a young man who rode out 
to California in a boxcar. Jumping off into an orange grove, almost starved, he ate perhaps 15 
or 20 oranges, gulping down the pulp. With this his bowel became obstructed. In some parts of 
Europe, the people eat large quantities of cherries with the stones with the idea of purging them- 
selves. Sometimes they get obstructed. 

In the British Medical Journal for May 13, 1950, Neal Ward-McQuaid reported several cases 
of impaction of the bowel due to food. In two cases, the source of the trouble was orange pulp, 
in one it was almonds, and in the other watercress. 


GP @ November, 1950 


What Others Are Saying . . . 


How Medical fer Fraction 


Durinc the past year, 31 classes in 19 medical 
schools were polled by their schools to determine 
the students’ plans with respect to practice. Four- 
teen senior classes were polled. In eight schools, 
of the students who had made a tentative de- 
cision, the majority planned to do general prac- 
tice, in five the majority planned to specialize, 
and in one class the students were evenly di- 
vided between those who planned to do general 
practice and those who planned to specialize. 
The averages for the fourteen classes were as 
follows: 45.4 per cent intended to enter general 
practice and 41.3 per cent to specialize; 13.3 per 
cent were undecided. 

Of the six junior classes polled, in five the 
majority of students planned to enter general 
practice and in the other the students were 
evenly divided. The averages for the six classes 
were as follows: 54.7 per cent planned to do 
general practice and 20.7 per cent to specialize; 
24.6 per cent were undecided. 

Polls of 11 freshman and sophomore classes 
revealed that in 10 classes, the majority of those 
having a definite preference planned to enter 
general practice. In only one class did the ma- 
jority intend to specialize. The averages for the 
11 classes were as follows: 45.6 per cent planned 
to enter general practice and 23.8 per cent to 
specialize; 30.6 per cent were undecided. 

In summary of the 31 classes polled, in 23 
classes the majority of students who had reached 
a decision planned to enter general practice, in 
six the majority planned to specialize, and in two 
the students were evenly divided. 

The over-all averages for the students in the 
31 classes included in the study were as follows: 
47.3 per cent planned to enter general practice 
and 31.1 per cent to specialize; 21.6 per cent 
were undecided. These findings, when studied 
in relation to the reports of similar studies in the 
last two Educational Numbers indicate that, over 
the three-year period, the percentage of students 
planning to enter general practice has increased 
from 36 per cent to 47 per cent and the number 
planning to specialize has decreased from 36 
per cent to 31.1 per cent. 

Last year 42 schools reported that they had 
programs specifically designed to stimulate the 
interest of students in careers in general prac- 
tice. This year information was sought as to the 


number of schools that have established precep- 
torships with practicing physicians as regular as- 
signments in the medical school course. Thirteen 
schools report such preceptorships, nine having 
established them within the last two years. In 
six schools the preceptorship is a required as- 
signment, while in the remaining seven, it is 
voluntary or elective. In one school the precep- 
torship comes at the end of the second year, in 
two schools during the third year, in three 
schools between the third and fourth years, and 
in the remaining seven schools in the fourth 
year. The duration of such preceptorship assign- 
ments varies from one week to three months. In 
all but two schools the assignment is of at least 
four weeks’ duration. Reports from the schools 
having such programs reveal that 404 students 
served preceptorships during the year 1949-1950. 
Since in several schools the program was just in- 
itiated during the past academic year, it may be 
expected that the number of students following 
this assignment next year will be considerably in- 
creased. 

The following schools have established precep- 
torships: California, Yale, Iowa, Kansas, Boston 
University, Nebraska, Duke, Oklahoma, New 
York University, Pennsylvania, University of 
Washington, Wisconsin, and South Dakota. Four 
other schools report that they have programs of 
this type under consideration. In Canada, Mani- 
toba and Dalhousie offer preceptorships with 
general practitioners. 

Fifteen schools report that they are sponsoring 
in their affiliated hospitals, internships specifi- 
cally designed for prospective general practi- 
tioners. These schools are Yale, George Wash- 
ington, Indiana, Kansas, Louisville, Tulane, 
Tufts, Michigan, Nebraska, Albany, New York 
Medical College, Duke, Oklahoma, University 
of Virginia, and Medical College of Virginia. Six 
other schools have programs of this type under 
consideration. 

Twelve schools are sponsoring residencies in 
their affiliated hospitals for prospective general 
practitioners. These schools are Medical Evange- 
lists, Southern California, Iowa, Kansas, Louisi- 
ana, Minnesota, Albany, Cincinnati, Oregon, 
Texas, Baylor, and Marquette. Seven other 
schools have similar programs under considera- 
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AD, OW Lermatology 


BY HERMAN GOODMAN, M.D. 


New York City, New York 


The general practitioner is often beset by problems of the skin and its restoration 
to health and function. Eczema and dermatitis comprise more than 30 per cent 
of all skin diseases. Eczema might be defined as reaction of the skin to unknown 
causes presenting lesions indistinguishable from dermatitis of detectable causes. 


THE PHYSICIAN in practice has for generations 
limited his capabilities in the field of dermatol- 
ogy. Training in dermatology at medical schools 
and hospitals has been incomplete. The physi- 
cian entering practice remembers a few names 
and fewer titles for skin therapy. The longer he 
continues in practice, the fewer the names re- 
called, and the therapy diminishes to calamine 
lotion, Lassar’s paste, sulphur ointment, and 
chrysarobin. Recently, the topical applications 
have included some few antihistaminics and anti- 
biotics. A knowledge of the principles of treat- 
ment of the ailments of the skin is derived from 
a review of topical applications in phases of ec- 
zema and dermatitis. 

Eczema and dermatitis comprise more than 30 
per cent of all skin diseases. The patient with 
reaction to insult of the skin common to eczema 
and dermatitis reaches the general practitioner 
usually after trying home remedies, drug store 
items, and advertised cures. The patient expects 
immediate relief. 


This brief discussion presents the problem of 


treatment of the patient with symptoms on the 
skin common to eczema and dermatitis. The 
phase of reaction to insult is regarded as the 
point of view for the initial therapeutic topical 
application prescribed by the general practitioner. 
For our purpose at this time, one accepts the 


very limited modes of reaction of the skin within 


the range of eczema and dermatitis. 

A working definition of eczema is reaction of 
the skin to unknown and not detectable causes 
presenting lesions indistinguishable from derma- 
titis of known or detectable causes. Eczema may 
carry no modifying adjective. Dermatitis always 
deserves one. The features of the skin reactions 
are divided into immediate reaction to insult 
(formerly identified as acute), subsiding phase 
of immediate reaction to insult (formerly iden- 
tified as subacute), and infiltrating phase of re- 
action to insult (formerly identified as chronic). 

The recognized skin features of immediate 
response to insult (acute) common to eczema 
and dermatitis include redness, swelling, loss of 
function, itching, oozing, and crusting. The first 
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- thought of the physician is to place the patient 


within a named greup of reaction to insult. The 
full diagnosis is very important to facilitate re- 
moval of the cause, and to avoid future expo- 
sure. However, the patient must be treated at 
once. The general or local therapeutic bath is 
advised. The period of immersion is variable, 
depending upon the result. Addition of water 
softener helps reduce the possibility of further 
damage. The following is advised: 


FORMULA 1 . 
Sodium h taphosphate (Calgon) . 1. 
Water, sufficient to make . . . . . 100. 


Directions to Pharmacist: Dissolve powder in 
distilled water. 

Direction to Patient: Use as a wet dressing 
on gauze, or diluted in basin, or in bath water. 
Amount depends upon hardness of water. A good 
guide is the slippery feel of the modified water 
on addition of the solution. 

Conventional soap may further irritate the 
skin in the immediate phase of reaction to insult 
common to eczema and dermatitis. A substitute: 


FORMULA 2 
Sulfonated coconut oil . . 4. 
Sulfonated castor oil . . 60. 
Mineral oil, low viscosity, sufficient to 


Directions to Pharmacist: Mix the oils. 

Directions to Patient: Dilute the mixture, one 
part to no less than four parts of water for cleans- 
ing the skin. 

It may be difficult to procure all of the in- 
gredients as soon as required. Any one of the 
easily available sulfonated oils may be utilized 
with the low viscosity mineral oil under these 
adverse conditions. 

Very recently, ammonium lauryl sulfate (sipon 
L-20) with equal parts of sulfonated castor oil 
has been found efficacious as a substitute for 
soap. Oleyl alcohol is also recommended as a 
conditioner for sipon L-20 in shampoo formulas. 

Topical applications to the areas of skin evi- 
dencing symptoms of immediate reaction to in- 
sult common to eczema and dermatitis usually 
include one or another variant of the time-hon- 
ored calamine lotion. 


FORMULA 3 
Prepared calamine ... ++ +s 8. 
a's 8. 


Lime water, sufficient to make .... .» 100. 


Directions to Pharmacist: Rub the mixture of 
the powders intimately with the glycerin and 
add the lime water slowly with constant agita- 
tion. Dispense in wide-mouth shallow jar. Affix 
shake label. 

Directions to Patient: Shake the lotion. Apply 
to the affected skin with soft linen. 

The skin in the immediate phase of reaction 
to insult common to eczema and dermatitis may 
itch. The physician is tempted to modify the 
lotion by the addition of carbolic acid. He writes: 

FORMULA 4 
liquefied phenol . 1. 
Calamine lotion, sufficient to make .. . 100. 

Many physicians recall another prescription 

for allaying itching. 


1. 
Calamine lotion, sufficient to make . . . 100. 

Directions to Pharmacist: Rub the menthol 
and phenol to form sludge, and incorporate into 
lotion. Affix shake label. 

However, the physician might better forget 
calamine lotion, calamine, and zinc lotion with 
phenol or with menthol and phenol. Patients 
know the “pink” lotion too well. The physician 
should avoid prescribing what is so easily avail- 
able without prescription. Also, the phenol and 
menthol do not really alleviate the itching sen- 
sation. Calamine lotion is difficult to remove 
from an irritated area of skin. It is almost im- 
possible to remove from an area of skin with 
short or long hairs. 

The required features of a local application 
to the skin in the immediate phase of reaction 
common to eczema and dermatitis are found in: 


FORMULA 6 
Water, sufficient to make... .... 100. 


Directions to Pharmacist: Melt the stearic 
acid; heat the water in separate vessel to same 
temperature. Add the triethanolamine to the hot 
water. Mix by adding a little water at a time to 
the melted stearic acid with constant stirring, 
preferably with mechanical agitation until cream 


forms. Add. 


or add: 
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Prepared calamine . .. ++ 8 
or add: 

Prepared neocalamine . . . +++ 8. 
or add: 

Prepared calamine . .. +++ 4. 

Prepared neocalamine . . . + « 4. 


Further Directions to Pharmacist: Mix, and 
dispense in large-mouth shallow jar. 
Directions to Patient: Apply with soft cloth. 


Subsiding Phase of Reaction to Insult 
The recognized skin features of subsiding 


phase of immediate reaction to insult (subacute) 
common to eczema and dermatitis vary little 
from those of the immediate phase (acute). The 
skin presents redness, swelling, loss of function, 
itching ooze (slightly less), and crusting (slight- 
ly more). The therapeutic indications for topical 
applications are about the same, and should be 
tried by the practitioner on the first or early 
visits of the patient. The water modified bath, 
the nonionic soap substitute, and the emulsion 
are utilized. As the process becomes less imme- 
diate, as the ooze further diminishes, the physi- 
cian prescribes magma of bentonite. 


Directions to Pharmacist: Dust the powdered 
bentonite over the surface of hot water in a jug 
of large diameter. Let it stand for several hours. 
Agitate. (These directions vary from the official 
preparation. ) 

Directions to Patient: Apply to the skin. After 
the magma dries and compresses the skin, re- 
move by moistening with water, rinse, shower, 
or bath. Repeat application. 

The physician orders a powder for dusting 


between magma of bentonite applications. 


FORMULA 8 
8 
Magnesium carbonate . ...... 50. 


Magnesium stearate, sufficient to make . 100. 


Directions to Pharmacist: Mix and sift. 
Directions to Patient: Dust freely on affected 
skin. 
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A substitute for bentonite magma is boiled 
starch paste. 


Directions: Rub the starch in cold water until 
smooth. Heat with constant stirring until color 
changes and translucent paste forms. Apply to 
the affected parts. Remove when hard by moist- 
ening with water, rinse, shower, or bath. Repeat 
application. 

Starch powder is not advised. It cakes and has 
a tendency to rancidity. 

Nearly all physicians recall Lassar’s paste for 
this phase of eczema or dermatitis. The formula 
is as follows: 


FORMULA 10 
Petrolatum, sufficient to make .... - 100 


The official formula fails to meet the needs 
of the patient whose skin is in the subsiding 
phase of reaction to insult. Lassar’s paste is dif- 
ficult to apply evenly and difficult to remove 
without injury to the skin or scalp. Substitution 
of petrolatum in the past decades for the lard 
originally advised by Lassar removed the native, 
natural quotient of the vehicle responsible for 
the good effect of apparent absorption of fluid 
from the skin in the subsiding phase of the im- 
mediate reaction to insult common to eczema and 
dermatitis. 

Physicians also recall Lassar’s paste with sali- 
cylic acid. 


2. 
Lassar’s paste, sufficient to make . . . . 100. 


The alleged purpose of the salicylic acid in 
this low concentration was explained by the 
late Paul Unna of Hamburg. Salicylic acid be- 
longs to the group of chemical-reducing agencies 
(removal of available oxygen, etc.) according 
to Unna. Reducing agencies, according to Unna, 
act on the skin as keratoplastic agents spurring 
formation of keratin if in low concentration, un- 
der six per cent. A modern viewpoint offers low 
concentration of chemical-reducing agencies as 
fostering emulsification and restoration of the 
normal skin emulsion. The objections to Lassar’s 


FORMULA 9 
@ 
FORMULA 7 
Water, sufficient to make . . . ... 4100. 
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paste are valid for Lassar’s paste with salicylic 
acid. An improved paste: 
FORMULA 12 
Directions to Pharmacist: Rub starch in cold 

water until smooth. Heat with constant stirring 
until a translucent paste forms. Incorporate: 


Mineral oil, low viscosity 8. 
Lard, sufficient to make. . 50. 
Moisten powder with mixture of fluids and 
lard. Mix all. 
Directions to Patient: Apply to affected parts. 


Infiltrating Phase of Reaction 


The recognized features of the skin in infil- 
trating phase of reaction to insult or injury 
(chronic) appear at various periods after the 
subsiding phase symptoms. The skin is less red, 
the puffy swelling is gone, the skin is thickened, 
itching may be mild or severe, the ooze on the 
surface is minimum although deep seated vesi- 
cles exist, and the crust is replaced by lichen- 
ification. The requirements for topical applica- 
tion begin with paste, but soon pass to ointments. 
The difference is the ratio of powder to grease; 
less than half grease-paste; more than half grease- 
ointment. Keratolytic agencies rather than 
keratoplastic agencies are indicated. Salicylic 
acid in the group of chemical-reducing agencies 
(according to Unna) is prescribed in concen- 
tration of more than six per cent, to facilitate 
modification of the thickened keratin. A modern 
viewpoint offers high concentration, more than 
six per cent, of chemical-reducing agencies as 
fostering de-emulsification. Indiscriminate appli- 
cation of these agencies resulting in high con- 
centrations on the skin lead to all symptoms of 
the immediate reaction to insult (acute). This 
may have been the objective in early days of 
prescription writing for the skin. Now, it results 
in danger of overtreatment! A modern formula: 


FORMULA 13 
Mineral oil, low viscosity . . . « 6. 
Anhydrous lanolin, sufficient to make . . 100. 


Directions to Pharmacist: Moisten the pow- 
dered salicylic acid with the liquids, and incor- 
porate into the lanolin with rubber spatula. 

Directions to Patient: Apply the ointment to 
the affected parts of the skin. Stop if any sign 
of irritation appears on the healthy surrounding 
clear skin. 

Other chemicals of the chemical-reducing 
agencies, according to Unna, may be admixed 
with the salicylic acid for application to the skin 
in the infiltrated phase of reaction common to 
eczema and dermatitis. 

The following must be applied with caution: 


FORMULA 14 
Pix Bquida cc 
Sulfonated bitumen . . 
Wax, sufficient to make ...... 100. 


PrP 


Directions to Pharmacist: Melt the wax over a 
water bath, and incorporate the other ingredi- 
ents. 

Directions to Patient: Apply to limited area of 
affected skin, and cover with dressing. Stop if 
any sign of irritation appears on healthy sur- 
rounding skin. 

Refractory cases of infiltration (chronic) phase 
of reaction require x-ray radiation in controlled 
dosage to allay itching, reduce thickening, and 
minimize pigmentation. 


Antihistaminics 


The current practice is to prescribe one or 
another of a group of the available antihistamin- 
ics to patients with any and all forms of reaction 
to insult or injury appearing on the skin. Patients 
do not react the same from the same chemical 
group of antihistaminics, and the side-reactions 
vary with each patient and each chemical. At 
this time, the selection of the antihistaminic must 
depend upon the individual patient. Is it safe to 
prescribe a strong sedative-acting antihistaminic 
early in the morning for a man driving his car 
to work? 

The logic of antihistaminic therapy depends 
upon the assumption that histamine is formed 
from histadine each and every time tissue, in- 
cluding the skin, is injured or insulted. The 
rationale is based on excellent experimental and 


clinical studies. 
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The antihistaminics available—manufacturer— 


dosage: 


Benadryl (Parke-Davis) . ... . + 25 mg.-50 mg. vial 
25 mg. 
Decapryn (Merrell) . . eee 12% mg.-25 mg. 
Dramamine (Searle) . eee - 100 mg. 
Histadyl (Lilly) ....... + 25 mg.-50 mg.-100 mg. vial 
Hydryllin 


(Searle) . 25 mg. diphenhydramine-100 mg. aminophylline 


Neoantergan (Merck) . + + 25 mg.-50 mg. 
Neohetramine (Wyeth) ...... 25 mg.-50 mg.-100 mg. 
Pyribenzamine (Ciba)... .. 


Pyrrolazote (Upjohn) . . ++ + + 25 mg.-50 mg. 


Thephorin (Hoffman-LaRoche) . . . + + 25mg. 
Thenylene (Abbott) . ...... 25 mg.-50 mg.-100 mg. 


Injections of solutions of hyaluronidase into 
areas of infiltration of the skin may result in 
softening the limited areas of lichenification. 


VALUABLE NEW DRuGs are constantly being ac- 
cepted by the Council on Pharmacy and Chem- 
istry of the A.M.A., and we doctors will want 
to become acquainted with these new tools. One 
is mercaptomerin sodium, or thiomerin sodium. 
It is an effective mercurial diuretic which pro- 
duces less local irritation on injection than other 
organic mercurial compounds of the same type. 
It is less toxic to the heart, but it still can be 
poisonous. Some of the old mercuric diuretics 
used to produce serious ulceration of the colon. 

The dosage of the 14 per cent solution given 
subcutaneously, ranges from 0.5 to 2 cc., de- 
pending on the requirements of the individual. 
The drug is sensitive to heat and should be 
kept in the ice box. 

Another drug is bismuth glycolylarsanilate. 
This is an amebicide with low solubility and 
poor absorption and hence low toxicity. It tends 
to quiet peristalsis. It contains arsenic so it must 
not be given day after day for indefinite periods. 
The average adult oral dose is 0.5 Gm. three 
times a day. Its administration can be kept up 
for a week. Larger doses may be given if the 
patient is having a good deal of diarrhea and 
will thus lose much of the drug in the feces. 

Another drug is dihydrostreptomycin. This 
works much the same way as does streptomycin. 
It is effective against the tubercle bacillus, 
Pseudomonas aeruginosa, and Proteus vulgaris. It 
also tends to produce germs which are resistant. 
It can be used in cases of subacute bacterial en- 
docarditis, of urinary tract infections, and of 
peritonitis. Like streptomycin, the new drug is 
capable of affecting the vestibular and auditory 
apparatus. 

Another drug is methoxyphenamine hydro- 


New Drugs 


‘can be taken each day. For infants and children, 


Accepted 


chloride or orthoxine hydrochloride. This is a 
bronchodilator and inhibitor of smooth muscle. 
Its effect on blood vessels is minimal. The drug 
therefore is of use in cases of asthma, allergic 
rhinitis, acute urticaria, and gastrointestinal al- 
lergy. The dose for adults is from 50 to 100 
mg., repeated if required every 3 or 4 hours. For 
children the dose is from 25 to 50 mg. 

Another drug is methyl cellulose or cellothyl 
or syncelose. This is a good treatment for chronic 
constipation. Taken with water it forms a col- 
loidal solution in the upper part of the bowel. 
In the colon it produces a gel which increases 
the bulk and blandness of the stool. The dos- 
age for adults is 1 to 1.5 Gm. in the form of 
tablets or granules. From two to four tablets 


0.5 Gm. in granules can be sprinkled on food 
or stirred into water two or three times a day. 

A drug recently accepted is methenamine 
mandelate. Obviously because it is a combina- 
tion of two well-established urinary antiseptics, 
it should be a useful drug. It is helpful in the 
treatment of pyelitis, pyelonephritis, cystitis, 
prostatitis, and other infections in the bladder. 
It is effective particularly against Escherichia 
coli, Staphylococcus aureus, Staphylococcus albus, 
and certain streptococci. Aerobacter aerogenes 
and P. vulgaris are usually resistant to it. The 
drug is seldom productive of unpleasant effects. 
It is given by mouth. The average adult dose is 
0.75 Gm. to 1.0 Gm. three times a day. For 
children over 5 years of age, the dose is 0.5 Gm. 
three times a day, for children 1 to 5 years of 
age, it is 0.25 Gm. three times a day, and for 
infants less than a year of age, it is 0.25 Gm. 
twice a day. 
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What Others Are Saying . . . 


Ne Intention of Boarding the “Gravy Train” 


Cornciwent with this change in the habits of 
patients, the general practitioners, after centuries 
without special organization, are now beginning 
to band themselves together in an organization 
devoted to their peculiar interests. One program 
of the new Academy of General Practice de- 
serves, I think, the friendly consideration of all 
specialists. This is the establishment of depart- 
ments of general practice in hospitals. I am fully 
aware of the dangers of abuses of such a depart- 
ment, but I think abuses can be controlled 
through specific delineation of the scope of the 
functions and privileges of the department. I am 
sure that there is no one here who does not be- 
lieve that the general practitioner is a most im- 
portant stone in the structure of medical care. 
In many ways he is the most important stone. 
So, we are faced with a situation and not with a 
theory. When the practice of the general prac- 
titioners moves from the home into the hospital, 
the general practitioner must either follow it or 
he must quit business. There is no alternative; 
and I am confident that no thinking physician 
wants to see general practice killed. 

As regards another program of the American 
Academy of General Practice, I shall hold res- 
ervations until its objective becomes more ap- 
parent than it now is. On the surface, it has 
some appeal. It is that the privilege of engaging 
in work in the specialties in hospitals be not 
limited to the members of the specialist staffs 
but be extended to general practitioners within 
the limits of the demonstrated ability of each 
individual concerned. This is to say that Doctor 
A be given the privilege of doing appendec- 
tomies and herniotomies, but no more involved 
surgery; and that the privileges of Doctor B be 
extended to gallbladder surgery; and perhaps 
Doctor C, also a general practitioner but one 
who has demonstrated greater capacity, be privi- 
leged to do gastric resections. 

From a purely theoretical point of view, this 
proposition is completely sound, and no thinking 
person would undertake to controvert it upon the 
ground of basic merit. None of us would deny 
that there are some uncertified men who are 
better qualified than some Board diplomates. 
However, the weakness of the principle becomes 
immediately apparent when we begin to consider 


the practical application of the theory. Who 


would be the judge of the ability of the general 
practitioner to undertake procedures in the spe- 
cialties? Presumably the specialist staff, or de- 
partment head of that particular specialty, in the 


-hospital. Perhaps it would be by vote of the en- 


tire active staff. I know of no more certain way 
of making enemies and alienating people than 
to deny a request for such privileges. Most spe- 
cialists must rely upon general practitioners for 
their patients. In a case like this, the specialist 
can’t win. If he says yes, he doesn’t get the cases 
himself. If he says no, he never gets another 
case from that general practitioner. 

This ambition of the American Academy of 
General Practice has not been prompted, as you 
might think, solely by the desire of the general 
practitioner to board the “gravy train” of the 
specialist. I am convinced that the shoe is largely 
on the other foot, and that it is the long-delayed 
reaction of the general practitioner to the steal- 
ing of his patients by specialists, or, shall we say, 
pseudospecialists. These are the surgeons who 
set themselves up as specialists but who gladly 
accept patients in almost all categories. Far too 
often for his own comfort and welfare, the gen- 
eral practitioner has referred a patient to such 
a specialist for surgery only to find that there- 
after his patient returns to the surgeon for colds 
in the head and eruptions on the skin. There is 
a great element of self-defense in this new pro- 
gram of the general practitioners. 

So, I wonder whether the solution of this 
problem lies in the extension of the field of 
general practice into the specialties, or in better 
observance of professional ethics by specialists. 
I am not answering this question; I am only 
propounding it to you. In answering it, how- 
ever, we. dare not avoid one fact: The staff of a 
hospital is individually and collectively respon- 
sible for the quality of medical care in that hos- 
pital. A hospital is more than a workshop open 
to the use of certain privileged characters; it is 
an institution whose responsibility to the public 
must be shared by every member of its staff. 
That this responsibility is sometimes not dis- 
charged does not alter the fact of its existence. 
No hospital staff can escape it by ignoring it. 
—Excerpt from “Trends in the Practice of 
Medicine,” Medical Annals of the District of 
Columbia, August, 1950. 
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Aches in the Mdomind and Lhoracic Walt 


BY WALTER C. ALVAREZ, 
Mayo Clinic, Rochester, Minnesota 


M. D. 


A common cause for abdominal and thoracic aches and pains is an arthritic 


or fibrositic type of disease in or about the spine. The diagnosis must be 


made from a good history. The disease is found usually in arthritic 


persons who have suffered from backache, lumbago, wryneck, cricks, 


sacroiliac pain, sciatica, and supposed neuritis. 


Ir is UNFORTUNATE that so often today one of 
the commonest causes for aches and pains, sup- 
posedly in abdomen or thorax, is not thought of, 
and as a result much needless examining is 
done, needlessly alarming diagnoses are made, 
and futile treatment is carried out. I refer to 
that arthritic or fibrositic type of disease in or 
about the spine which not only irritates the 
emergent nerves, but often seems to spread out 
into the muscles and aponeuroses of the tho- 
racic and abdominal walls, there to produce 
aches and pains and burnings. 

It is hard to define the disease, and as yet little 
is known about its nature and causes, but one 
fact seems significant, and this is that the per- 
sons who complain of these distresses usually 
tend to be arthritic, and to give a history of 
having suffered from backache, lumbago, wry- 
neck, cricks, sacroiliac pain, sciatica, or so-called 
neuritis. Oftentimes they have trouble with one 
or more joints in the extremities, and this 


greatly helps with the diagnosis, because it 
suggests that the ache in the thoracic or abdom- 
inal wall is due to the same process that once 
caused soreness and stiffness in the joints of an 


or a leg. 


Case Reports 


The following brief case reports will give 
an idea of some of the problems of diagnosis 
in these cases, especially when, as almost always 
happens, a few confusing red herrings have 
been drawn across the diagnostic trail. It will 
be seen that in every case the diagnosis had to 
be made, not from laboratory findings, but from 
a carefully taken history. In recognizing the 
disease, certain symptoms are practically pathog- 
nomonic. 

Case 1. A thin, sickly-looking farmer's wife 
of 29 came as a gastrointestinal problem. She 
complained to the assistant who first took her 
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history that for a year she had suffered from 
epigastric pain, sometimes relieved by food and 
alkalies. Some features suggested cholecystitis. 
The physicians who saw her in her attacks said 
that the pain was more in the region of the 
appendix. She was often slightly nauseated, she 
had no desire for food, and she had lost 20 
pounds. 

The first history, taken without cross-exam- 
ination, suggested trouble in the digestive tract, 
but the usual physical and laboratory examina- 
tions failed to show anything significantly 
wrong anywhere, and roentgenologically there 
was no sign of ulcer or cholecystitis. 

On retaking the history, 1 found that from 
girlhood onward the woman had always had 
a tendency to get a bad “catch” in her right 
rib margin whenever she walked. On a morning 
some nine years previously she had lifted a 
trunk and gotten a crick in her back so painful 
that for the rest of the day she couldn’t move. 
Five years before I saw her, her troubles started 
in earnest when she fell downstairs and hurt 
her back. After that it often ached badly, 
especially when she bent over or ironed or lifted. 
The pain sometimes went from the right loin 
down into her thigh. 

Two years before, she had suddenly gotten a 
severe crick which was thought to be due to 
pleurisy, but she had had no cough or fever. 
At that time she spent two nights in a chair 
because she didn’t dare lie down; the slightest 
movement of her body caused pain, she was 
afraid to breathe, and for two weeks her whole 
torso was stiff and sore. After that, at intervals, 
she had milder attacks of this same type. 

On further questioning it became clear that 
the supposed gallbladder colics and attacks of 
appendicitis had been nothing more than 
episodes in the long story of arthritic disease in 
and about the spine. The “colics,’ when de- 
scribed in detail, turned out to be only a series 
of severe cricks with short, knifelike, neuralgic 
pains. With these there seldom were any 
symptoms suggesting involvement of the di- 
gestive tract. The woman's occasional hunger 
pain, nausea, and flatulence evidently resulted 
from the neglect of constipation. The clinical 
picture was further clarified when some of the 
symptoms were identified as being those com- 
monly seen with constitutional frailness and 
exhaustion due to overwork. 
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As was to be expected, examination showed 
spasm of the muscles on each side of the spine 
with some limitation of movement. Roentgeno- 
logic examination showed that as yet there was 
but little roughening of the articulating surfaces 
of the vertebrae. 

After the history had been gone over again 
and again, no doubt remained that for nine 
years all the woman’s painful episodes had been 
due to some sort of fibrositic or arthritic proc- 
ess in the tissues about the spine. Symptomatic 
relief was given her with the help. of massage, 
diathermy, and hot tub baths. 

Case 2. A nervous, tired farm woman of 57 
came with a history of “colics” and a diagnosis 
of gallstones and peptic ulcer. For years she had 
had a constant soreness in the epigastrium with 
occasional nausea. Much against the diagnosis 
of ulcer was the fact that eating had never had 
any influence on the so-called pain, and much 
against the diagnosis of gallstones was the fact 
that the supposed colics proved to be showers 
of short stabby pains which came after she had 
bent over or lifted, or worked with her arms 
raised. After such exertion, it seemed as if some 
sort of storm started in the back about the ninth 
vertebra and ran around to the front “to grab 
her there.” Something seemed then to turn 
over in the epigastrium, and for awhile her 
abdominal muscles would be thrown into 
spasm. Sometimes this spasm would pull her 
over into such a “crick” that she could not 
straighten up; her husband would have to lift 
her. Once, on reaching over to pick up a sick 
chicken, she got a crick which held her frozen 
in that position until the hired man came and 
carried her into the house. 

Examination showed a marked soreness over 
the ninth thoracic vertebra and along the lower 
edges of the ribs on both sides, with tenderness 
of the muscles of the abdominal wall. Roent- 
genograms of the back showed some osteoporo- 
sis and kyphosis with narrowing of the space 
between the eighth and ninth vertebrae. Roent- 
genologic studies of the stomach and gallbladder 
showed nothing wrong. Hyperparathyroidism 
was thought of and ruled out by studies of the 
blood calcium. Some of the woman’s troubles 
were due to hypertension, fatigue, constipation, 
and air-swallowing. The sudden bloating after 
eating was due to exaggerated reflexes, and she 
could bring it on in a moment by drinking a 
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glass of cold water. The final diagnosis was 
“pain due to an arthritic type of disease about 
the spine.” 

Case 3. A stoutish married woman of 34 came 
with a story of attacks of severe pain in the left 
loin, thought by most of her physicians to be 
renal in origin. Occasionally, when the pain was 
on the right side, the gallbladder was suspected. 

Her troubles started after delivery of a child 
twelve years before. Against the diagnosis of 
a renal colic were several facts: (1) the attacks 
often lasted several days, (2) during and after 
an attack the urine was always normal, (3) in 
a spell there was only that amount of increased 
frequency of urination that one might expect 
with severe pain, and (4) repeated studies of 
the kidneys and ureters had not shown any 
abnormality. When the pain was in the right side 
of the abdomen, it was not like that of cho- 
lecystitis; it was too low for it, and it was not 
associated with vomiting or flatulence. In fact, 


she never suffered from any type of indigestion. 


Against a diagnosis of either gallstones or 
renal colic was the fact that usually the pain 
was centered in the sacroiliac regions. Some- 
times it ran down the legs to the ankles and 
was associated with cramps in the muscles of 
the legs. Often, also, the pain would run up 
the spine into the nuchal region or onto the 
scalp, and then she might be so sore there that 
for a day or two she could not move her head 
or even chew. Much against the diagnosis of 
gallstone colic was the fact that sometimes the 
pain persisted for days without letup. Usually 
an attack lasted about a week, but once it kept 
up for six weeks. Against the diagnosis of 
disease in the biliary tract was the fact that 
usually morphine failed to help. Sometimes she 
had arthritic pain in her knees and ankles and 
often she had cricks in her back. 

Significant was the finding that during an 
attack the muscles of the torso were sore and 
stiff, and that at such times heat and massage 
helped. Some of the attacks came with a cold, 
or followed cold sea bathing. While the pain was 
present it was hard for her to lie down, and 
sometimes she slept in a chair until the attack 
was over. Very helpful was her statement that 
walking about always somewhat relieved the 
pain. 

Interestingly, an aunt, a niece, and a sister 
suffered from a particularly severe form of 
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sacroiliac disease, and the sister eventually had 
to have the offending joint fused surgically. 
The father had had gout, and the fact that on 
two occasions the patient had had severe pain 
in a big toe joint made me wonder if her 
troubles were gouty in nature. Against this 
suggestion were the facts that she was a woman 
and that she had a normal blood uric acid. 

Physical examination showed a slight hyper- 
tension, and a tender lumbar spine and sacro- 
iliac joints. The usual laboratory tests showed 
little wrong. The gallbladder functioned 
normally with the dye, and the urologists could 
not find anything wrong with the urinary tract. 
Roentgenograms showed sclerotic changes about 
both sacroiliac joints and about the symphysis 
pubis. 

One night I saw the woman in a typical 
attack. She was walking the floor, apparently 
in great pain which was centered in the left 
sacroiliac joint. This region was tender to the 
touch. From there the pain ran up the spine 
to the head. A hypodermic injection of Dilaudid 
gave some relief. No red blood cells appeared 
in the urine. 

This case is of particular interest because it 
shows that an arthritis of the spine and sacro- 
iliac joints can produce sudden attacks of pain 
so severe as to resemble renal colic. After many 
years of suffering this woman continues to have 
the attacks. Her physician recently wrote to 
say that he is now satisfied that the trouble 
is all in the spine and the muscles of the torso. 

Case 4. A_ reserved, constitutionally in- 
adequate woman of 38 complained of pain in 
the right loin which for two years had been 
getting her out of bed every morning about 
daylight. To get relief she had to walk around 
the house. At times she would bloat suddenly 
right after a meal. She had never had gall- 
bladder or kidney colic; there were no symptoms 
of urinary or digestive troubles, and menstrua- 
tion had no effect on the pain. Able consultants 
had made repeated studies of the woman's di- 
gestive and urinary tracts without finding 
anything wrong. One roentgenologist had tried 
to ascribe the syndrome to adhesions about the 
cecum but at operation nothing wreng was 
found. 

The history I obtained was that the woman’s 
troubles had started at the age of twenty when, 
for two weeks, she could hardly move because 


of lumbago. After that she suffered occasionally 
from backache, and sacroiliac and sciatic pain. 
She was always stiff for a few minutes after 
getting up from a chair, and she had arthritis 
in fingers, elbows, knees, and shoulders. 

Examination showed that her supposed gall- 
bladder pain was really only a marked tender- 
ness of the ninth and tenth ribs and their 
cartilages on the right side. The gallbladder 
functioned well with the dye, and all studies 
of the digestive tract showed it to be normal. 
Important was the fact that the woman’s pain 
was not related to any phase of the digestive 
cycle. The sudden bloating was typically nervous 
in origin, and often associated with worry over 
her husband’s unremunerative plungings in 
the stock market. 

The more I saw of the woman the more 
certain I became that all her pains were due to 
a long-lasting arthritis or fibrositis about the 
spine. The ache which got her out of bed each 
morning and forced her to walk around and 
warm up was typically arthritic. 

Case 5. A thin woman of 39 complained of 
attacks of thoracic pain which had been. coming 
at intervals for twenty years. Always the attend- 
ing physician had diagnosed pleurisy and had 
warned against the possibility of tuberculosis. 
Much against this diagnosis were the following 
facts: (1) that rarely in all the years had there 
been any cough with the pain; (2) never had 
there been any fever or sign of pleuritic effu- 
sion; (3) the “pain” would last for hours or a 
few days; (4) it really was more a soreness than 
a pain; (5) it did not come as a stab on taking 
a deep breath, and (6) after all the many 
attacks, roentgenologic examination showed no 
sign of scarring in either lungs or pleura. 

Careful questioning then showed that the 
trouble came usually the day after some un- 
wonted exertion, and especially exertion with 
the arms raised, as for hanging curtains or 
papering shelves. This left the thoracic wall 
and its muscles sore, and the patient felt as if 
she had gotten bruised and stiff. Sometimes the 
jabbing pains came during the prodromal stage 
of a cold, as arthritic distresses commonly do, 
and at such times there often were pains in the 
hands, ankles, or hips. Highly significant was 
the fact that when a storm was approaching, 
parts of the thoracic wall might ache. Every- 
thing, then, pointed to an arthritic process in 


the thoracic wall and around the thoracic spine. 
Interestingly, a sister had the same type of 
arthritic soreness the day after digging in her 
garden. 

Case 6. A discontented-looking woman of 50, 
an old school teacher who at forty married a 
dour Scot and went to live in a lonely and much- 
disliked town, complained of an ache and a 
soreness in her right side which she said had 
been nagging at her without any letup for some 
five years or more. There never had been any 
symptoms of cholecystitis, and the. removal of 
an apparently normal gallbladder had failed to 
bring any relief. 

The results of the examination were puzzling 
because, although much of the woman’s trouble 
was evidently in her sore lower thoracic wall, 
she also had a decidedly tender liver edge. As 
usually happens in these cases, the bromsulfalein 
test for liver function showed no dye retention. 

The constancy of the ache and soreness, 
together with the fact that it had come to a 
neurotic woman when she found herself trapped 
in an unhappy marriage, caused arthritic con- 
sultants to diagnose a psychosomatic rheumatism, 
and my impression was that the trouble with 
the liver was also of nervous origin. In favor 
of this view was the fact that a second careful 
surgical exploration carried out at her insistence 
failed to show any sign of disease anywhere in 
the abdomen. 

Unfortunately this combination of a con- 
stantly sore thoracic wall and a constantly sore 
liver is not rare. Often it is puzzling, but usually 
the constancy of the distress should warn the 
physician that he is not dealing with chole- 
cystitis. 

In some cases the lower ribs in front, their 
cartilages, and perhaps the xiphoid appendix 
are sore and tender to the touch and the patient 
then seems to have a perichondritis. At times 
there is some arthritis in the joints between the 
end of the tenth rib and its movable tip such 
as probably causes the side ache of runners. 

Case 7. A well-built, healthy-looking man of 
35 came with the diagnosis of coronary throm- 
bosis, based on the facts that he sometimes 
had “pain” in the left side of the thorax and 
that his electrocardiogram showed a few notch- 
ings and slurrings. Detailed questioning showed 
(1) that he was somewhat arthritic; (2) that 
the pain in the chest wall consisted either of 
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short neuralgic stabs or of mild aches; (3) that 
these aches came at any time of the day or 
night and lasted for hours or days, much 
too long for the usual angina; (4) that they 
never came because he was exerting himself 
or angry; and (5) that his cardiac reserve was 
excellent. Even after he had been told to live 
the life of an invalid, he had broken away and 
climbed a 16,000-foot mountain without getting 
any pain. Obviously he did not have heart 
disease, and his pains were of the type that I 
have been describing. 


Diagnosis 


These cases will give the reader an idea of 
the syndrome in some of its commoner forms. 
They will show also how necessary it is that 
the patient be cross-questioned so that there 
will be no misunderstanding about “colics,” or 
“pain in the heart.” The physician must dis- 
tinguish clearly between pains, aches, sorenesses, 
cricks, and short neuralgic jabs. Often a so- 
called pain turns out to be only a slight nagging 
ache which doesn’t interfere with sleep, and 
wouldn’t be mentioned if it weren’t for the 
patient's fear that “it may turn into cancer or 
something.” In many cases one finds that the 
distress has been present off and on for years, 
and this fact alone shows that it has not been 
due to cancer. 

Burnings probably always represent a pares- 
thesia in the skin, as Sir Thomas Lewis claimed, 
and this is a good point to remember. It helps 
much to learn that the pains or aches com- 
plained of come at any time of the day or night, 
and are not related to the taking of food or 
the emptying of the bowel. Digestion may be 
perfect, or if there is some flatulence, it may 
be found to be due to constipation, nervousness, 
fatigue, air-swallowing, or the eating of some 
particular food. The fact that a pain or ache 
moves about into all parts of the abdomen, or 
into hips, thighs, thorax, or even the neck and 
head, shows in a moment that it is not due to the 
suspected ulcer or diseased gallbladder or loose 
kidney. 

Most helpful diagnostically are two statements 
usually made by these patients: (1) that the 
distress tends to come after they have sat in a 
chair or have lain in bed for some time, and 


(2) that it then is helped by getting up and 
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walking about. Usually it is helped much by a 
hot bath or by diathermy or the application of 
an electric pad. In some cases it disappears for 
awhile when the patient lies down and takes 
strain off the muscles in the back. Some of the 
patients tend to be sore and stiff on rising in 
the mornings. 


Puzzling Cases 
The diagnosis is likely to be difficult only 


when a person with pain in the thoracic or 
abdominal wall also has indigestion or a sore 
liver, or deformation of the duodenum due to 
ulceration years before. Puzzling also is the 
occasional case in which the patient cannot say 
whether a flare-up of the ache in the back or 
abdominal wall brings indigestion and bloating, 
or whether bloating causes a flare-up in the 
backache. Flatulent bloating can certainly make 
a backache worse, and there are reasons for 
believing that irritation of sympathetic nerves 
emerging from a somewhat inflamed spinal 
column can so disturb the motility and perhaps 
circulation of the bowel as to cause flatulence 
and abdominal discomfort. It must be remem- 
bered also that indigestion and the type of 
distress described in this paper are both such 
common diseases that they must often be found 
side by side in one person. 


The Significance of Tenderness 


Sometimes one can make fairly certain that 
an ache is in the abdominal wall and not deep 
in the cavity below, simply by grasping a fold 
of skin and subcutaneous tissue, lifting it up, 
pinching it and noting that the patient winces 
and complains much more than a normal person 
would probably do. Perhaps then, if one asks 
the patient if he knows that his ache is out in 
the wall and not deep in he will say, “Why, 
yes, I could have told you that.” 

In this connection I often think of the case 
of the Mexican woman living in Texas who 
had first a futile appendectomy and later a 
futile hysterectomy because she didn’t have 
sufficient command of English to impress on 
her physicians the fact that what they assumed 
was a “pain” in her “stomach” was really a 
superficial burning distress in the skin distribu- 
tion of a couple of spinal nerves running down 
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to her right groin and that this distress came 
when she slipped in the bathtub and nearly 
broke herself in two sideways. Dr. C. H. Slo- 
cumb tells me that in such cases one can some- 
times bring out the pain by having the patient 
bend toward the affected side so as to compress 
the injured nerves. 

Sometimes when I suspect that an ache in 
the lower half of a woman’s abdomen is due 
to an arthritic or a psychosomatic trouble, I am 
the surer of it when I find, on palpating the 
pelvic wall through the vagina or rectum, that 
the bones are highly sensitive to a little pressure. 

There is little new in all this because parts 
of the syndrome have been described by G. B. 
Murray (1929) in England, and by Carnett 
(1926, 1927, 1929) in this country. Doubtless 
others have described it, but I am sure from 
talking to the patients I see, and hearing of 
the diagnoses that were made at various con- 
sultations that there still is much need for again 
calling the attention of the medical profession 
to this common and often misunderstood disease. 


Treatment 


Often all the physician needs to do in the 
type of case that I have been describing is to 
explain the situation to the patient, and then 
to stick firmly to the diagnosis. Usually, then, 
if the patient is satisfied that the ache is not 
“going to turn into anything” he will decide 
that it is not worth fussing about. He can be 
told that the trouble will probably come and go 
at intervals during the years, and it is not likely 
ever to produce crippling. Fortunately, in most 
cases the ache soon goes, even when no treat- 
ment is carried out, and in many cases when 
it returns, all the patient needs do is to get up 
and walk around a bit. This, then, is the best 
and simplest treatment. If the ache is trouble- 
some at bedtime, a hot bath and two tablets of 
aspirin will often bring relief. 


In those cases in which the patient's distress 
is so severe that something must be done in 
the way of relief, physical therapy should be 
tried. Baking and massage may be helpful. 
Many patients buy or have made a “cradle” 
with lights in it, and with this they “bake” 
themselves at home. 

Persons with pain mainly in the sacroiliac 
region may feel better for wearing a strong 
corset or tight belt. Others are better for taking 
off a corset and swimming or taking exercises 
to strengthen the back muscles that are perhaps 
too tired to hold the body up. A few persons 
may be helped by the removal of foci of infec- 
tion from nose, teeth, tonsils, or prostate gland, 
but I see many failures to one miracle. Stout 
persons may feel much better for taking off 40 to 
50 pounds of the fat that they are carrying about, 
suspended from the spinal column. 

There are reports in the literature of remark- 
able results secured by injecting the painful 
areas with a solution of procaine. I regret that 
I have little experience with this form of treat- 
ment. Only in rare cases, as when the pain 
follows the distribution of one or two nerves, 
is it advisable to cut the sensory roots of these 
nerves. 

The hardest cases to handle are those in 
which the distress is probably of psychic origin. 
I have had little success in trying to help the 
unhappy women with this type of constant 
ache. Usually no sedative has any effect. The 
ache may be worse when the person is tired 
or has been worried or unhappy, and then the 
best treatment is a rest cure or some mental 
purgation. In some cases it is important to find 
out what disease the patient fears and why it is 
feared so much. Perhaps some. physician has 
diagnosed angina pectoris, peptic ulcer, cancer, 
cholecystitis, or appendicitis. Without this infor- 
mation the consultant may fail to make the 
laboratory tests which are needed to reassure 
the patient and drive out his or her fear. 
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As LaTE as 1947, the early stages of acute ap- 
pendicitis had not been adequately described. 
The so-called typical symptoms as given in text- 
books often belonged to a somewhat advanced 
stage of the condition. This study was under- 
taken in 1948 in an attempt to determine what 
actually are the earliest symptoms of acute ap- 
pendicitis. 

We made a personal study of 100 successive 
patients and each was visited by one of us be- 
fore as well as after operation. In each instance, 
the operative diagnosis was verified histologically 
before the inclusion of the patient’s record in 
the series. The main objective was to determine 
the clinical picture during the first eight hours 
of acute appendicitis. It was necessary to sit for 
an hour or more with each patient, carefully to 
check not only the presence or absence of each 
symptom under consideration, but also to tabu- 
late carefully the precise time of onset of that 
symptom. Without the postoperative visit, errors 
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Four symp!oms, namely midline abdominal pain, anorexia, rectal tenderness, 
and a downward urge to defecate, are characteristic of the early stage 

of acute appendicitis. The triad of midline persistent pain, anorexia, 

and downward urge to defecate seems the most characteristic triad in the 


first eight hours of the disease, occurring in 75 per cent of cases. 


would have been frequent, as shown in some 
cases. 


The times studied were: (1) the first eight 


hours of acute appendicitis, (2) the eight to 


twenty-four hour period, and (3) the second day 
of the disease. The longest time any of the pa- 
tients remained without operation was nineteen 
days after the onset of symptoms. 

Certain symptoms and signs were selected 
for study, and called “monads” for brevity. The 
monads were ten in number, namely, midline 
pain persisting in the abdomen, anorexia, rec- 
tal tenderness, leukocytosis over 10,000, urge to 
defecate, fever over 99° F. by mouth, tender- 
ness in the right lower quadrant of the ab- 
domen, tenderness in the midline of the ab- 
domen, nausea, and vomiting. Analysis was made 
of the time of onset and of termination of each 
monad, and the results were tabulated. 

Next, triads were similarly studied, estimating 
what triad or group of three concomitantly oc- 
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curring monads was the most common in the 
100 patients during each of the three periods of 
time. This phase of the study was felt to be 
particularly important in view of the following 
facts. A physician needs to know, before he can 
make the diagnosis, what triad is the most com- 
mon during the first 8 hours of acute appendi- 
citis, during the 8- to 24-hour period, and during 
the second day of the disease. He needs to know 
what monads are the more common during these 
three periods of time. 

Knowledge of these two points does not seem 
generally available. The nearest to it which can 
be found is in a study by Tashiro and Zinninger 


in which they determined the incidence of triads ~ 


for the preoperative period in acute appendi- 
citis. They did not determine the incidence of the 
commonest triad for specific early periods of time. 
We have also reviewed the usual criteria 
deemed necessary to make the diagnosis of acute 
appendicitis. Finally, the conclusions reached 
from the study of the 100 patients with acute 
appendicitis seen during 1948, were compared 
with data from a second series of 109 patients 
with acute conditions of all sorts met with in the 


abdomen during 1949. 


Monads During the First 8 Hours 


The following monads were found to be pres- 
ent during the first eight hours: 

1. Pain. The attack of acute appendicitis be- 
gan with pain in all 100 patients studied in this 
series. 

a) Persistence of Pain. During the first 8 
hours of the attack, pain persisted in all of the 
100 patients; it persisted for 8 hours or longer or 
until the time of operation. 

Persistence of the initial midline pain has been 
shown to be particularly significant in the differ- 
entiation of the onset of acute appendicitis from 
enteritis. In acute appendicitis, the midline pain 
persists despite defecation. In enteritis the pain is 
relieved completely by defecation or by passing 
gas, and stays relieved then for periods averaging 
20 minutes. J 

b) Location of the Initial Pain. Pain began 
in the midline of the abdomen in 92 of the 100 
patients. Pain began in the right lower quad- 
rant but not elsewhere in the abdomen in only 
8 of the 100. Of the 8, only one patient was 
awake when pain began. 


c) Shift of Pain to the right lower quadrant 
during the first eight hours was noted in 31 of 
the 100 patients. The earliest shift came two 
hours after the onset of illness. The incidence 
of this symptom almost doubled during the 8- 
to 24-hour period. The symptom appeared in 89 
of the 100 patients some time between the time 
of onset and the time of operation. The symp- 
tom was absent in 11 of the 100 patients up to 
the time of operation—from 6 hours to 19 days 
after onset. 

How uncommonly acute appendicitis begins 
with pain limited to the right lower quadrant 
is perhaps not generally appreciated. 

2. Anorexia. Next to pain, anorexia proved 
the commonest symptom during the first 8 hours 
of illness and occurred then in 95 of the 100 pa- 
tients. Anorexia, a symptom common early in 
acute appendicitis, is often ignored. 

3. Leukocytosis. Leukocytosis over 10,000 
proved the third commonest monad found dur- 
ing the first 8 hours of acute appendicitis, be- 
ing noted in 14 of the 15, or 93 per cent, of 
patients whose blood was so counted early in 
their illness. The lowest count during the first 
8 hours was 9,600; the highest count during this 
period of time was 28,600. 

4. Rectal Tenderness. Next most common 
monad found during the first 8 hours was ten- 
derness high on the right by rectal digital exam- 
ination, a sign demonstrated in 14 of 16 pa- 
tients, or in 87 per cent, of those examined 
during this time. Perhaps more patients would 
have been examined by rectum early had the 
significance of this finding during the first 8 
hours of acute appendicitis been more widely 
appreciated. Rectal tenderness occurred almost 
twice as frequently during the first 8 hours as 
tenderness in the right lower quadrant, namely 
87 per cent rectal tenderness, and only 54 per 
cent right lower quadrant tenderness. Yet only 
16 of the 37 patients seen by physicians during 
the first 8 hours were examined by rectum, 
whereas all of the 37 were examined for right 
lower quadrant tenderness. 

Scott and Ware have recorded almost identi- 
cal figures for the incidence of rectal tenderness 
in a series of 506 children studied by them. 
Rectal tenderness occurred in 87 per cent of 
these children, but their finding was for the 
over-all period of time, and not specifically for 
the first 8 hours, as in the present study; our 
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figure for the over-all incidence of rectal tender- 
ness was 82 per cent. 

5. Downward Urge. Fifth most common 
monad found during the first 8 hours in the 
100 patients of this series was a downward urge 
in the bowel, the symptom being present in 
83 of the 100 patients. Downward urge, dis- 
cussed elsewhere under the name of “the sensa- 
tion of gas stoppage,” has been acknowledged 
by Love as an early symptom “which occurs 
frequently but is not widely recognized” in 
acute appendicitis. The symptom seems signif- 
cant in differential diagnosis, and the claim has 
been advanced that, provided it accompany mid- 
line pain persisting 8 or more hours, it is specific 
for the early stage of only two acute conditions 
within the abdomen, namely for acute appendi- 
citis and acute obstruction of the ileum. 

a) Alteration in Bowel Habit. Seventy-three 
of the 100 patients in this series gave a history of 
alteration of some sort from their normal bowel 
habit during the first 8 hours of their attacks of 
acute appendicitis. Sixty-six of the 73 passed no 
stool at the habitual time or less than the usual 
amount at the habitual time, or defecated at an 
unaccustomed time; and the remaining 7 pa- 
tients either had diarrhea or passed semiliquid 
stools. The problems of differentiating acute ap- 
pendicitis from enteritis in the presence of di- 
arrhea has been discussed elsewhere. Treves 
studied 48 patients with acute appendicitis with 
reference to altered bowel habit and found 40 
of them, or 83 per cent, with alteration in bowel 
habit at some time during the course of illness; 
he failed to specify whether the altered bowel 
habit occurred early or late in the disease. 

6. Fever. Fever 99° F. or over, by mouth, was 
noted during the first 8 hours in 12 of the 16, 
or 75 per cent, of patients with temperature re- 
cordings early in their acute appendicitis, the 
highest fever being 101.5° F. Wilkie has warned 
of the dangers of an “early afebrile stage” in 
acute appendicitis, and in our series, the diag- 
nosis was occasionally missed or delayed, partly 
the result of misapprehension of this point. 

a) Increased Pulse Rate. A pulse rate over 85 
beats per minute wes found in 68 per cent of 
the 16 patients upon whom this recording was 
made during the first 8 hours of illness, the 
highest recorded rate being 110 beats per minute. 

7. Tenderness in the Right Lower Quadrant. 
This, the most sought after sign in acute appen- 
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dicitis, occupied seventh place in the list of 
monads during the first 8 hours of the disease, 
being demonstrated in only 54 per cent of the 
37 patients examined by physicians during the 
first 8 hours of their illness. Many an early 
diagnosis was missed because localization had 
not occurred during the first 8 hours, in this as 
well as in other reported series. Indeed, in this 
series, 11 of the 100 patients continued without 
localization until the time of operation, one of 
the patients as long as 19 days after onset of 
symptoms. 

Included under tenderness in the right lower 
quadrant in this series were tenderness at Mc- 
Burney’s point, muscle spasm, rebound tender- 
ness, but not Sherren’s sign. Psoas sign was not 
studied. 

8. Midline Tenderness. This seemed perhaps 
a neglected sign for the first 8 hours of acute 
appendicitis, and it was demonstrated in 46 per 
cent of the 37 patients examined then by a 
physician. Patients themselves gave almost 
double the incidence for this sign during the first — 
8 hours, but it was not thought critical to record 
their own findings in a study of this kind. How- 
ever, one author personally experienced tender- 
ness in the midline of his own abdomen during 
the first 8 hours of a proven attack, the diagnosis 
being long delayed because of nonlocalization 
of pain, despite the occurrence at onset of an- 
orexia, downward urge, and leukocytosis accom- 
panying the initial midline (generalized) pain 
in the abdomen. 

9. Nausea. Nausea occurred during the first 
8 hours in only 46 of the 100 patients. 

10. Vomiting. Only 39 of the 100 vomited in 
the first 8 hours of illness. The low incidence of 
nausea and vomiting during the first 8 hours 
seemed notable. 


Triads During the First 8 Hours 


During the first 8 hours, the commonest triad, 
calculated on the basis of six of the monads, ap- 
peared in 75 of the 100 patients with acute 
appendicitis, and comprised: (1) Midline per- 
sistent pain, (2) Anorexia, and (3) Downward 
urge to defecate—a triad called “Triad MAD” 
for brevity. 

This was the most significant of our findings. 
The occurrence of the triad is illustrated by pre- 
senting the first 8 hours only of three of the 


case histories. All three patients were proven, 
by later operation, to have acute appendicitis. 

Case 1. “I got sick at 6:00 a.m. with pain 
about the navel,” said this youth of 16. “I 
thought it was due to the cigar I smoked. I felt 
like having a bowel movement but had no re- 
sults; 1 took an enema but the pain stayed con- 
stant in the same spot. For breakfast I wasn’t 
hungry but I took a glass of milk, thinking it 
might help; instead I felt much worse so I took 
soda but it didn’t help. I came to the doctor who 
said it was due to the cigar I smoked, and to 
come back if I didn’t feel better. So [7 hours 
after onset], I went home to bed.” 

Case 2. “I woke up at 4:00 a.m. with pain in 
the epigastrium,” said this single woman of 42. 
“I belched and took an antiacid, thinking it 
would relieve the pain and it did for a few sec- 
onds. I had downward pressure [3 hours after 
onset] and had a small bowel movement but the 
uncomfortable feeling stayed constant like in- 
digestion. I didn’t have any appetite and ate only 
toast for breakfast. I went to Sunday school, 
then [8 hours after onset] came home and lay 
down. I wasn’t nauseated and didn’t vomit at 
any time.” 

Case 3. “I noticed pains about the navel,” said 
this 49-year-old man, “which stayed for 3 hours 
then got worse and doubled me up so I couldn’t 
walk straight. I went to the doctor and he asked 
me if I had to vomit. I told him I never felt 
nauseated or felt like I wanted to vomit, but I 
didn’t eat a thing. I felt I wanted to have a 
bowel movement, but couldn’t. I passed gas but 
didn't feel much better after passing it. The doc- 
tor [8 hours after onset] came in again and 
said I had stomach ulcers.” 

These three patients illustrated the occurrence 
of “Triad MAD” during the first 8 hours of 
acute appendicitis. That the diagnosis was 
missed by the physicians who saw the patients 
in Cases 1 and 3 was not unexpected, for the 
only teaching then available was that of John 
B. Murphy, who advocated delay in the diag- 
nosis of acute appendicitis until nausea, vomit- 
ing, and tenderness in the right lower quadrant 
appeared. 


The Eighth to Forty-eighth Hours 


Change in Monads. Change occurred in the 
incidence of five monads after the eighth hour. 
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Downward urge and tenderness in the midline 
of the abdomen decreased in frequency; these 
two monads seemed, therefore, more character- 
istic of an early stage than of a more advanced 
stage of acute appendicitis. Tenderness in the 
right lower quadrant, nausea, and vomiting by 
contrast increased in frequency after the eighth 
hour, and these three monads seemed, therefore, 
more characteristic of the advanced than of the 
early stage of the condition. 

Change in Triads. Triads likewise changed 
with the passage of time. “Triad MAD,” the 
most common triad during the first 8 hours of 
the 100 patients with acute appendicitis, yielded 
its primacy from the eighth to the twenty-fourth 
hour to “Triad MAR,” namely, (1) Midline 
persistent pain, (2) Anorexia, and (3) Rectal 
tenderness. Again, this triad yielded, during the 
second day of the disease, to a new leader, 
namely “Triad TRL,” comprising, (1) Tender- 
ness in the right lower quadrant, (2) Rectal 
tenderness, and (3) Leukocytosis over 10,000. 
(See illustration.) 


Third to Nineteenth Day 


Nonlocalization. It was beyond the scope of 
this study to cover the days from the third to 
the nineteenth. One observation, of some inter- 
est, seemed worthy of record—one concerning 
nonlocalization. 

Of the original 100 patients, 11 failed at any 
time up to operation to show tenderness in the 
right lower quadrant, one of them for as long 
as 19 days after onset of illness. Indeed, non- 
localization of pain in the right lower quadrant 
proved in this series the commonest cause for 
delayed or erroneous diagnosis. Now it was in- 
teresting to find, after questioning the 11 pa- 
tients with nonlocalization, that 9 of them gave 
the history that, during the first 8 hours of their 
illness, “Triad MAD” had been present. 

Devine has described some of the difficulties 
in making the diagnosis of acute appendicitis 
when localization is delayed. The hope may be 
expressed, that because “Triad MAD,” namely, 
midline persistent pain, anorexia, and downward 
urge to defecate, seems common during the first 
8 hours of the illness of patients in whom the 
pain later does not localize, this knowledge may 
aid and expedite a diagnosis, which would other- 
wise be difficult. 
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Triads in Diagnosis 


Thirty-seven of the 100 patients were seen 
by physicians during the first 8 hours of their 
illness, and during this time the disease of only 
16 of the 37 patients was correctly diagnosed. It 
has been taught so strongly that tenderness in 
the right lower quadrant is prerequisite to the 
diagnosis of acute appendicitis that many a 
physician has hesitated to make the diagnosis in 
the absence of this sign. Furthermore, even in 
its presence, the physician has been taught to ex- 
pect nausea and vomiting and in the absence of 
these, hesitates to make the diagnosis. 


DIAGNOSTIC ACCURACY 


MOST COMMON SO-CALLED 
TYPICAL TRIAD 


triad any three of these four monads. In a series 
of 865 patients, they found the triad for the over- 
all period of time in only 61.5 per cent of patients. 

We, in conclusion, tested “Triad MAD”—mid- 
line pain, anorexia, and downward urge to defe- 
cate—in a second series of cases of 109 patients 
with acute conditions of all kinds in the abdo- 
men. The period of the first 8 hours of illness 
only was studied. The results were as follows: 

Of the 109 patients, 45 had acute appendi- 
citis, and 64 had some acute conditior in the 
abdomen other than acute appendicitis. 

Of the 45 patients with acute appendicitis, 
“Triad MAD” was found, as expected, during 
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Diagnostic triads in first two days of acute appendicitis. Symbols: M—Midline 
pain persisting. A—Anorexia. D—Downward urge (gas stoppage.) R—Rectal 
tenderness. T—Tenderness RLQ. L—Leukocytosis over 10,000. N—Nausea. 


The use of the knowledge of the higher in- 
cidence of early triads may, in the future, lead 
to earlier diagnosis of acute appendicitis. Triads 
computed for the over-all period of time have 
previously been reported in the literature, but 
not those for early periods, as in this paper. 
Cassel and Sullivan, for example, in 1948 found 
“pain in the right lower quadrant, nausea and 
vomiting, and tenderness in the right lower 
quadrant” as their typical triad in only 34 per 
cent of 135 cases studied. Likewise, Tashiro and 
Zinninger in 1946 selected “pain, nausea, emesis, 
and rectal tenderness” as characterizing “the syn- 
drome of acute appendicitis,” and chose as their 
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the first 8 hours, with virtually the same inci- 
dence as the preceding series, i.e., 75 per cent. 

Of the 64 patients with acute conditions in 
the abdomen other than acute appendicitis, 
“Triad MAD” was found during the first 8 
hours in only 12.5 per cent of patients, or in 8 
of the 64. The chief exception was acute ob- 
struction of the ileum, where “Triad MAD” oc- 
curred in four out of four patients. “Triad 
MAD” appears to be specific for the onset of 


acute appendicitis. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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TREATMENT OF CONGESTIVE 


BY LOUIS B. LAPLACE, M.D. 
Jefferson Medical College, Philadelphia 


THE TREATMENT of congestive heart failure in 
its routine aspects is simple and generally well 
known. Most of the difficulties in its application 
arise from the fact that the best results are sel- 
dom obtained by routine treatment but by its 
modification to suit the individual patient. 

Congestive failure is not a disease in the exact 
sense of the term, but a clinical syndrome. It 
may be defined as an abnormal accumulation of 
tissue fluid of which an essential cause is defec- 
tive heart function. Briefly stated, the cardiac 
output, whether low, average, or high, is insufh- 
cient for one or more of a number of possible 
reasons to meet the metabolic requirements of 
the body under satisfactory hemodynamic con- 
ditions. This results in a decrease in renal blood 
flow and glomerular filtration with retention of 
water and sodium, an effect mediated through 
reflex mechanisms, increased renal venous pres- 
sure, and the action of the antidiuretic hormone. 
Water and sodium are retained in proportionate 
amounts in order to maintain the isotonicity of 
the tissue fluids. 

Cardiac failure of the congestive type is, in 
some respects, a purely relative condition. Al- 
though failure may result from progressive 
weakening of the myocardium, it may also occur 
when the condition of the heart is static but the 
circulatory demands of the body are increased. 
From clinical experience it will be obvious that 
in some cases the heart is in “failure” during 
physical activity when the patient is abnormally 
breathless, but not in “failure” when the patient 
is at rest. From a therapeutic standpoint, it is 
important to understand that a state of “failure” 
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HEART FAILURE 


is determined not only by the degree of defective 
heart function but by many other variable fac- 
tors including the metabolic activity of the body, 
the efficiency of the kidneys, pulmonary ventila- 
tion, the oxygen-carrying capacity of the blood, 
and the volume and distribution of the blood 
in the vascular system. Since all of these con- 
ditions are concerned, they all require considera- 
tion in regard to treatment. 


Conditions Which Influence Treatment 


The first requisite of good treatment is an 
accurate analysis of the case based on detailed 
examination. The following list which is sug- 
gestive rather than complete, includes the more 


- important clinical findings to be considered in 


relation to treatment. 

Heart Size. Congestive failure in the presence 
of a normal heart size is unusual. When cardiac 
enlargement is absent, causes of edema other 
than heart failure should be sought. If the heart 
does not appear to be enlarged, digitalis should 
be given with special care; as a rule, unless it 
is being used to counteract an arrhythmia, it is 
much more effective when the heart is consider- 
ably enlarged and may be actually harmful if 
the heart is normal in size. The possibility of 
pericardial effusion with tamponade should not 
be overlooked when the heart appears greatly 
enlarged since this is usually an indication for 
paracentesis. 

Valvular Defects. Aortic insufficiency and 
stenosis cause an increase in the work of the 
left ventricle in proportion to the amount of 


blood expelled by the heart and have a tendency 
to cause a paroxysmal type of failure with acute 
pulmonary edema. Once this complication has 
occurred, the patient should be advised regard- 
ing its emergency treatment pending the phy- 
sician’s arrival; this includes a seated position 
with the feet hanging down and the administra- 
tion of codeine sulfate by mouth. Digitalis 
should of course be given for the prevention of 
such attacks. 

Mitral stenosis, on the other hand, generally 
causes slowly progressive failure with two char- 
acteristics, persistent engorgement of the pul- 
monary veins (due to the mitral obstruction) 
and enlargement of the liver with ascites. 
Restriction of activity is particularly helpful in 
cases of mitral stenosis since inability of the 


congested blood in the lungs to pass through 


the diminished mitral opening may be more 
important than myocardial weakness as a cause 
of congestive failure. With rest alone, a normal 
distribution of blood may be regained. 

Arrhythmias. Auricular fibrillation is a handi- 
cap to heart function but how severe a handicap 
appears to vary in different cases. The onset of 
auricular fibrillation, especially in cases of mitral 
stenosis, is often the precipitating cause of con- 
gestive failure. Whenever a patient with auricu- 
lar fibrillation states that his severe breathless- 
ness and edema began recently and were 
preceded by unusual palpitation, it can be 
assumed that the onset of the arrhythmia 
initiated the failure and an attempt should gener- 
ally be made to restore normal sinus rhythm by 
quinidine therapy. Otherwise the failure can 
usually be controlled by allowing the fibrillation 
to continue and slowing the ventricular rate 
with digitalis although the patient's exercise 
tolerance is never quite as good as before the 
arrhythmia began. 

The same considerations apply in general to 
auricular flutter which is usually more harmful 
than fibrillation, however, owing to its greater 
tendency to a fast ventricular rate. As a rule 
auricular flutter should be converted either to 
normal sinus rhythm or to auricular fibrillation 
by digitalis therapy. : 

Auricular and ventricular paroxysmal tachy- 
cardias may likewise precipitate congestive fail- 
ure by reason of their fast rate and it is generally 
a matter of urgency to restore normal rhythm. 
Extrasystoles seldom contribute to the occurrence 


of failure. Heart block with very slow rates of 
30 to 40 per minute would appear to be a severe 
cardiac handicap but is rather surprisingly sel- 
dom accompanied by congestive failure. It 
should not be considered a contraindication to 
the use of digitalis when failure is present. 
Bundle branch block does not contribute sig- 
nificantly to cardiac failure. 

Acute Myocardial Infarction. The shock-like 
state which occurs in the first few days of severe 
myocardial infarction and is not an indication 
for digitalis or diuretics, should be distinguished 
from true congestive failure which usually de- 
velops a week or more later and is an indication 
for conventional treatment. Digitalis should be 
used but with special caution because of the 
predisposition at this time to ventricular tachy- 
cardia or fibrillation. Digitalis is seldom if ever 
the cause of ventricular rupture following infarc- 
tion and should not be withheld because of a 
belief in this possibility. In those cases in which 
myocardial damage is extensive, digitalis is much 
less effective than in other conditions. In fact, 
congestive failure which occurs following myo- 
cardial infarction is usually refractory to treat- 
ment and indicates a poor prognosis; under- 
standably so, since it results from the fact that 
a large area of the myocardium is devoid of 
function which cannot be restored. 


Etiologic Factors 


Acute rheumatic fever may cause congestive 
failure which is precipitated by the acute myo- 
carditis. If the patient survives, failure almost 
always disappears with subsidence of the rheu- 
matic fever in spite of the residual myocardial 
damage. There is some disagreement as to 
whether or not digitalis is contraindicated by 
the presence of acute myocarditis but the pre- 
vailing opinion recommends its use with the 
understanding that it may be considerably less 
effective than in congestive failure due to other 
causes. In the treatment of acute rheumatic fever, 
the presence of congestive failure is an indica- 
tion for the use of aspirin rather than sodium 
salicylate because of the influence of the sodium 
in the production of edema. 

Hypertension is one of the common causes of 
congestive heart failure which ordinarily results 
from the long-standing benign essential form, 
malignant hypertension usually terminating in 
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uremia. When hypertension is severe, the dias- 
tolic pressure averaging 130 to 140 after bed rest, 
the onset of congestive failure may be considered 
an indication for sympathectomy. Lower blood 
pressures, however, seldom require special treat- 
ment, the principal routine measures such as 
bed rest, sedation, and diet being adequate ther- 
apy for the hypertension. 

Coronary disease tends to produce slowly 
progressive congestive failure similar to that of 
hypertension. The two conditions, in fact, fre- 
quently accompany each other, especially in the 
older age group. Digitalis, when indicated, 
should not be withheld because of the occasion- 
ally stated danger of its use in the presence of 
coronary disease as it has no proven ill-effect in 
this regard. On the other hand, digitalis is often 
given inadvisedly to elderly patients with coro- 
nary disease and normal-sized hearts in whom 
pulmonary rales and edema are not actually due 
to congestive failure; in such cases it may be 
definitely harmful. 

Syphilis ordinarily affects the heart by causing 
aortic insufficiency or coronary ostial stenosis 


and occasionally by a form of myocarditis. The’ 


question as to the value and contraindications of 
antiluetic treatment during congestive failure is 
in many respects controversial. It is probably 
fair to state that in relatively young patients 
with an active infection, antiluetic therapy such 
as bismuth or penicillin is definitely indicated. 
The type of case in which antiluetic therapy 
seems definitely contraindicated is the elderly 
patient with long-standing heart disease and 
nothing to suggest activity of the infection other 
than a positive serologic test. 

Thyrotoxicosis is important to recognize as 
either the principal cause or a contributory cause 
of congestive failure. In such cases, the B.M.R. 
estimate may be misleading due to breathlessness 
or weight change, and the diagnosis depends 
more on clinical evidence such as warm hands, 
an overactive heart and other signs suggesting 
a high cardiac output in the presence of obvious 
heart failure. The treatment is thyroidectomy, 
radioactive iodine, or one of the _thiouracil 
preparations. Digitalis is well known to have 
relatively little beneficial effect in thyrotoxic 
heart disease and may be definitely harmful 
unless the heart is damaged by other causes and 
thyrotoxicosis is simply a contributory factor. 

Myxedema heart requires extreme care in its 
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management for increase in thyroid function 
following thyroid administration tends to pre- 
cipitate coronary attacks which may be fatal. 
Thyroid preparations must be started in small 
dosage and increased very cautiously. Cases of 
heart disease complicated by mild hypothyroid- 
ism require a decision as to whether the thyroid 
dysfunction contributes to the cardiac impair- 
ment or actually benefits the patient by mini- 
mizing the metabolic requirements of the body. 
The answer may be apparent only after a cau- 
tious therapeutic trial of thyroid administration. 


Contributory Factors 


Psychogenic factors such as anxiety, depres- 

sion, and hypochondriasis are usually present 
to some extent in any patient who realizes that 
he is suffering from serious heart disease. They 
often cause the symptomatology to suggest that 
the condition of the heart is worse than is 
actually the case. Whenever aggravation of 
symptoms occurs, the cause of which is not 
apparent, the mental status of the patient should 
be re-evaluated; domestic and financial difficul- 
ties are often concerned. A patient. may suffer 
a progressive decline simply from realization that 
his earning capacity is lost and his continued 
life is a financial burden to his family. Alterna- 
tively, some patients, especially in old age, wish 
to remain ill because this commands the atten- 
tion and solicitude of their families. These matters 
require the utmost tact in their management. 
' Obesity creates a substantial increase in the 
work of the heart and weight reduction alone 
will occasionally permit a patient in persistent 
congestive failure to regain an ambulatory 
status. In all obese patients, attention to this 
is likely to be very helpful but care should be 
taken to avoid too rapid reduction which may 
aggravate rather than benefit the heart. 

Vitamin deficiency as a factor contributory to 
myocardial impairment in chronic heart disease 
is not uncommon. The routine use of vitamin-B 
complex is theoretically indicated in all cases 
of congestive failure although probably the 
number of cases in which it is conspicuously 
beneficial is rather small. The possibility of 
vitamin deficiency should be kept in mind when- 
ever dietary limitation suggests a predisposition. 

Anemia as a contributory cause of congestive 
failure deserves special emphasis because it is so 


frequently overlooked. It increases the work of 
the heart, causes a state of relative coronary 
insufficiency, and may be sufficient to make the 
difference between failure and compensation. 
Successful treatment under the circumstances 
depends upon adequate restoration of blood. 

Emphysema interferes with pulmonary ventila- 
tion causing anoxemia and increase in the work 
of the heart. Congestive failure in the presence 
of severe emphysema tends therefore to occur 
with a high cardiac output which in general 
responds poorly to digitalis therapy. Some in- 
vestigators in fact believe that digitalis may be 
actually harmful in such cases. Digitalis should 
be given with caution therefore when congestive 
failure is accompanied by any substantial degree 
of emphysema. 

Asthma is rarely a direct cause of heart disease 
but is certainly an aggravating influence in the 
presence of congestive failure. Many cases of 
bronchial asthma give the erroneous impression 
of pulmonary edema due to heart failure and 
cause misdirection of treatment. The therapeu- 
tic significance of asthmatic respiration in the 
presence of congestive failure is the implication 
that routine measures helpful in allergic bron- 
chial asthma may be used to advantage in 
addition to conventional cardiac therapy. Out- 
standing among these is the administration of 
aminophylline intravenously or in suppositories. 
Even Adrenalin and ephedrine may be helpful in 
spite of their theoretical contraindication by the 
presence of heart disease or hypertension, pro- 
vided they are used with appropriate caution. 
Antihistaminic drugs may of course be tried. 

Hypoproteinemia is sometimes a contributory 
factor in the production of edema in cases of 
congestive failure and may require corrective 
measures. 

Infection, either with or without direct in- 
volvement of the heart, should be considered 
as a possible contributory cause of heart failure 
in the presence of fever or other suggestive 
evidence. The role of acute or subacute bacterial 
endocarditis in damaging the heart, especially 
the valves, is well known but, is easily over- 
looked. Any infection tends to increase the work 
requirement of the heart and may impair myo- 
cardial function by a “toxic” effect. The out- 
standing infection of this type is of course 
pneumonia which tends to be masked by the 
signs of congestive pulmonary edema. Proper 


antibiotic therapy in such instance is indicated. 

Pulmonary infarction in some cases precipi- 
tates congestive failure and in others occurs as 
an aggravating complication. The infarcts may 
be of the stasis type or may be due to emboli 
arising from phlebothrombosis in the peripheral 
veins. Except in severe cases, stasis infarcts cause 
no further harm than to delay convalescence, 
but emboli to the lungs may prove fatal. Phlebo- 
thrombosis with pulmonary emboli is an indica- 
tion for anticoagulant therapy. It has been 
advocated in fact that anticoagulant therapy 
should be given routinely for congestive failure 
as a prophylactic measure against all forms of 
thromboembolic complications. 

Prostatic obstruction occasionally precipitates 
congestive failure. No cardiac examination of an 
elderly man is complete without evaluation of 
possible prostatic complications, the correction 
of which may be more effective than the specific 
treatment of the heart. 

Kidney disease, in the presence of a normal 
heart, may simulate congestive failure by pro- 
ducing edematous states. Kidney disease in the 
presence of an abnormal heart may likewise 
increase the tendency to edema out of proportion 
to the degree of cardiac failure. The most com- 
mon therapeutic problem presented by kidney 
disease is the danger involved in the use of 
mercurial diuretics. In general, kidneys which 
show no evidence of impairment are capable of 
tolerating the mercurial diuretics given once or 
twice weekly for several years. Severe impair- 
ment, however, may induce untoward effects 
because of the inability of the kidney to respond 
adequately. In questionable cases therefore, the 
rapidity of diuresis should be kept within a good 
margin of safety. An actual contraindication to 
mercurial diuretics is the presence of acute 
glomerulonephritis. 


Restricted Activity 


Simple as it appears, the restriction of activity 
should be prescribed as carefully as any other 
form of treatment. Physical inactivity is not a 
normal state for the human body and even when 
necessary as a temporary expedient, it is not 
devoid of various ill-effects. It tends to cause 
hypostatic congestion, loss of muscle tonus with 
decrease in venous return, mental depression, 
constipation, decalcification of bone, and de- 
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creased efficiency of vasomotor reflexes. Just as 
a patient can be overtreated by other measures, 
so he can be seriously harmed by excessive re- 
striction of activity, not only psychologically 
and economically, but physically as well. 

In milder ambulatory cases, restriction of ac- 
tivity should be guided largely by what the 
individual patient is found to be capable of 
doing without discomfort or increase in edema, 
rather than by arbitrary rules. The adoption by 
the patient of a leisurely attitude in his activity 
is more effective than rigid restrictions. 

In severe cases in which confinement to bed 
is necessary, it should be remembered that the 
recumbent position is not the one which is 
easiest for the heart. It tends to handicap re- 
spiratory movements, cause overfilling of the 
pulmonary circulation, and produce a relative 
increase in the amount of edema in the lungs 
in proportion to the rest of the body. When the 
patient is critically ill, it is often better for him 
to be out of bed in a chair so that the edema 
fluid can gravitate to the lower abdomen and 
legs where it does less harm than in the lungs. 
Unless a patient is too weak to do so, he should 
be permitted to use a commode or even walk a 
short distance to the bathroom rather than be 
forced to use a bedpan. The effort involved in 
the use of a bedpan is substantially greater and 
more harmful than that of getting out of bed. 


Digitalis Therapy 


Congestive heart failure is almost invariably 
an indication for digitalis therapy. The most 
common fault in the use of digitalis is over- 
dosage. The reason for this is simple. Not only 
does the optimum dosage of digitalis vary be- 
tween different patients, and in different stages 
of the disease in the same patient, but there are 
actually no reliable criteria for accurate deter- 
mination of the optimum dose. 

In a general way it can be said of digitalis 
that there are three dosages: a safe effective 
dose, a maximum effective dose, and a toxic 
dose. A safe effective dose is one which produces 
some but not necessarily the greatest therapeutic 
benefit. A maximum effective dose is one which 
falls just short of being harmful. A toxic dose 
is one which produces definite harmful effects. 

The common criteria of a toxic dose of digi- 
talis, arrhythmias and gastrointestinal disorders, 
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are often manifestations of the disease itself and 
therefore an indication for more rather than less 
digitalis. On the other hand, many patients have 
impairment of myocardial function before the 
appearance of obvious signs of toxicity. In 
elderly patients especially, toxic manifestations 
often take the form of ill-defined malaise and 
weakness which are difficult to recognize at all. 

As to the maximum effective dose, improvement 
in the patient's condition is not a reliable cri- 
terion since it may result from treatment other 
than digitalis. Alternatively, decline in the pa- 
tient’s condition may occur in spite of the 
maximum beneficial effect of digitalis and cer- 
tainly does not indicate increasing the dosage 
to the point of toxicity which only causes 
further harm. 

The most important consideration about 
digitalis therefore, especially in very iil patients, 
is that it be given in safe dosage in order to as- 
sure the prevention of harmful effects. 

The choice of digitalis preparation is not very 
important. The purified glycosides have two ad- 
vantages over the whole leaf, greater uniformity 
of dosage and somewhat less tendency to nausea 
due to the smaller amount ingested and less 
local irritant effect on the stomach. On the 
other hand, this lessened gastric irritation oc- 
casionally permits the administration of the 
purified glycosides to attain toxic levels and 
probably accounts for the fact that the whole 
leaf preparations are often considered to be 
relatively less toxic. Digoxin, Gitaligin, lanatoside 


_C, and several similar glycosides are more rapidly 


dissipated than digitoxin or digitalis leaf, and 
toxicity, when it occurs, is relatively briefer in 
duration after discontinuance of the drug. 

Immediate digitalization may be carried out 
in cases of emergency but is very rarely a life- 
saving procedure and other measures such as 
morphine, oxygen, and venesection are much 
more effective. The most rapid digitalis effect is 
obtained by intravenous administration; ouabain 
is generally preferred although any preparation 
for parenteral use is satisfactory. 

The way in which digitalis should never be 
prescribed is to give the drug at regular intervals 
“until the pulse rate falls to 80.” In the first 
place, owing to the occurrence of pulse deficits, 
the pulse rate does not consistently correspond 
to the heart rate, especially in auricular fibril- 
lation. More important however is the fact that 


there is no consistent relationship between the 
heart rate and digitalis effect, digitalis toxicity 
often causing tachycardia rather than brady- 
cardia. In some cases the heart rate is already 
slow during congestive failure and in others the 
rate cannot fall below 100 even if the heart is 
actually poisoned by digitalis. 

Routine digitalization as a rule is best ac- 
complished in one to three days since longer 
periods create greater uncertainty as to effective- 
ness and toxicity. The exact dosage schedule is 
unimportant, the usual policy being to give a 
safe effective dose within the desired time in- 
terval. Using digitoxin, for example, 1.2 mg. 
can be given in one dose, or 0.8 mg. at once 
and 0.6 mg. on the following day, or 0.6 mg. 
daily for three days. For most patients this is not 
a full digitalizing dose but it will be excessive 
only in rare cases. A somewhat larger amount 
may be given if indicated. The daily mainte- 
nance dose for the average patient is 0.15 mg. 
Some patients require 0.2 mg. or 0.3 mg. for 
optimum effect but a much larger number feel 
better taking 0.] mg. and occasionally even less. 

To determine the maximum effective dosage 
for the individual patient, observation over a 
period of several weeks or more and using 
different dosages is required and even then, 
spontaneous changes in the course of the disease 
may lead to false impressions. In critically ill 
patients, particular caution should be exercised 
to avoid overdosage since this additional handi- 
cap may be all that is needed to remove a small 
chance of recovery. 

For the treatment of digitalis toxicity, Prones- 
tyl, a drug chemically related to procaine and 
recently introduced, is helpful. 


Divretic Therapy 


Since the edema of congestive failure appears 
to depend largely on retention of sodium in the 
tissues, logical procedures are to restrict sodium 
intake in the diet and to increase sodium ex- 
cretion by diuretic drugs. How rigidly to re- 
strict’ salt intake and what dosage of diuretics 
to use depends upon the circumstances of the 
individual case. 

The diuretic drugs currently used contain 
mercury as their basic ingredient. The mercury 
tends to prevent reabsorption of sodium by the 
renal tubules. The mercurial diuretics may be 


given intravenously, intramuscularly, subcutane- 
ously, orally, or by rectum (rectal administration 
being rarely if ever indicated). Intravenous 
administration gives the most rapid and copious 
diuresis, but tends to produce untoward reactions 
so that there has been a growing preference for 
the intramuscular or subcutaneous routes which 
are considerably safer. The preparations cur- 
rently available include Thiomerin, Mercuhy- 
drin, Mercuzanthin, and Salyrgan-Theophylline. 
Mercurital has been introduced for oral adminis- 
tration only. 

The parenteral dose of the mercurial diuretics 
is 1 to’2 cc. There are no fixed rules as to 
frequency of administration; a parenteral injec- 
tion has been variously recommended to be given 
daily or at longer intervals until satisfactory 
improvement is attained and thereafter as often 
as necessary to maintain adequate freedom from 
edema. 

Several points of caution should be observed. 
Rapid diuresis is not always best for the patient. 
Not only does it create considerable discomfort 
but the sudden disturbance of electrolyte balance 
may be definitely harmful. In elderly men, care 
should be taken that there is no prostatic ob- 
struction to prevent free urinary elimination. 
Finally, the danger of sodium depletion and 
acidosis which are common effects of excessive 
therapy, must be borne in mind. 

The oral mercurial diuretics are less effective 
than the parenteral diuretics in the sense that 
larger dosage is required to produce a similar 
degree of diuresis, but for practical purposes 
they are capable of effectively controlling edema 
in ambulatory patients and in the majority at 
least of bed patients. Diuresis occurs at a con- 
siderably slower rate which, in many respects, 
is an advantage in that there is less inconven- 
ience to the patient and less likelihood of pre- 
cipitating the ill-effects which accompany sud- 
den shift of fluid and electrolyte balance. 

The difficulty involved in the use of mercurial 
diuretics by mouth is a tendency to produce 
soreness of the gums and gastrointestinal dis- 
orders. The incidence of these complications 
appears to depend less on the amount of the 
drug ingested than on the technique of adminis- 
tration and the individual susceptibility of the 
patient. In the case of Mercurital, for example, 
one to four tablets daily are an effective substi- 
tute for one to two parenteral injections per 


GP @ Volume Il, Number 5 


week but stomatitis or gastrointestinal disorders 
occur in approximately 20 to 30 per cent of the 
patients in two to twelve weeks. In order to 
avoid the untoward effects, the drug should be 
taken intermittently, the total weekly dose being 
given on two, three, or four consecutive days 
and followed by three or four days in which 
it is omitted in order to permit elimination of 
the accumulated mercury. Alternatively, the 
daily maintenance dose may be continued for 
two or three weeks and omitted for a week. 
Stomatitis can be prevented completely or at 
least greatly minimized by good oral hygiene, 
being dependent largely on the presence of 
chronic infection of the gums. 

The administration of ammonium chloride by 
mouth in dosage of approximately 3 Gm. daily 
increases the urinary output in the average case 
by approximately 25 per cent. The chief disad- 
vantage of ammonium chloride is that it tends 
to upset the stomach and for that reason it is 
less frequently used than formerly. 

The xanthine drugs have been used for their 
diuretic effect but this action depends on produc- 
tion of an increase in glomerular filtration and 
is so slight that they are of little value. 


Dietary Restrictions 


Dietary restrictions in congestive failure in- 
volve chiefly the limitation of sodium intake. 
Ridgid salt restriction, however, when associated 
with the use of mercurial diuretics, will ulti- 
mately cause critical sodium depletion and 
should be employed only temporarily in severe 
cases resistant to less radical procedures. In the 
average case, patients taking mercurial diuretics 
should refrain from eating salty foods and from 
adding salt at the table, but further sodium re- 
striction than this is unwise. A rigid low-sodium, 
acid-ash diet may be capable of completely 
eliminating the need for mercurial diuretics but 
such a diet is rarely practical except in hospitals. 

In cases of very severe congestive failure, es- 
pecially in the initial stage of treatment, the 
Karel] diet may be used. This consists of limita- 
tion of food and fluid intake to eight glasses of 
milk daily. It should not be continued for more 
than one to three days. 

Drainage of edema fluid by Southey tubes 
or incision is now rarely used. It may still be 


helpful however as a temporary expedient in 
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occasional cases of severe failure resistant to 
other methods. Acute distress from large pleural 
effusions or ascites occasionally requires para- 
centesis for relief. 

Fluid intake is guided by the policy of 
allowing the patient as much flid as he wishes 
within the range of 1,500 cc. tc 3,500 cc. daily. 
An intake of less than 1,500 cc. may make it 
difficult for the kidneys to excrete a sufficient 
amount of sodium to reduce the tendency to 
fluid retention, and more than 3,500 cc. is with- 
out advantage and usually causes discomfort. 
Some patients, especially the aged and critically 
ill, may not take enough fluid, thereby decreas- 
ing the effectiveness of mercurial diuretics. Care 
should be taken to prevent this tendency. 


Acute Congestive Failure 


Certain special considerations apply to the 
management of congestive failure in the acute 
stage. The use of morphine is almost routine for 
acute pulmonary edema. Whether or not atro- 
pine should be given in addition is controversial. 
Its theoretical value is in counteracting excessive 
vagal stimulation by morphine and interrupting 
reflex mechanisms possibly involved in the pro- 
duction of the edema. In spite of the opinion 
of some investigators to the contrary, atropine is 
used by the majority of clinicians on the basis 
of favorable clinical experience. Oxygen is indi- 
cated whenever available in the presence of 
acute dyspnea or marked cyanosis. Aminophy]l- 


-line acts as a cardiac stimulant and a bronchodi- 


lator and its action when given intravenously 
is often strikingly effective. It should seldom be 
used however if acute myocardial infarction is 
suspected as it is definitely hazardous in this 
condition and sudden death has followed its 
administration. It is more safely given by rectal 
suppository. 

Phlebotomy should be reserved for those pa- 
tients in whom there is marked distention of the 
neck veins indicating an excessively high 
venous pressure. It is contraindicated by the 
presence of any significant degree of anemia. 
The procedure of applying tourniquets to the 
arms and legs is safer and almost as effective 
but is often impractical because it requires pro- 
longed attention. The diet for the first day or 
two should be restricted to liquids. The Karell 
diet of eight glasses of milk is good. 
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THERAPEUTIC HINTS 


Curare Can Cause Death 


Topay when so many anesthetists and others 
are using curare in order to relax the patient 
during operations or electroshock tceatments, 
they must remember that occasionally it pro- 
duces death. It is possible that in some of these 
cases the patient had an unrecognized tendency 
to myasthenia gravis. It appears also that curare 
in some persons produces constriction of the 
bronchi. It may also affect the brain. 

The respiratory complications of curare can be 
relieved by intravenous administration of a solu- 
tion of procaine hydrochloride. 


Penicillin and Pregnant Syphilitics 


V. S. Wammockx and his colleagues (American 
Journal of Obstetrics and Gynecology, April, 
1950) reported their experience with 344 preg- 
nant syphilitic women. In a control series of 5,- 
596 nonsyphilitic women there were 12.4 per 
cent whose pregnancy terminated unsatisfactor- 
ily. Among the syphilitic pregnant women 
treated with arsenic and bismuth 93.8 per cent 
had normal full-term infants, and 2 per cent had 
living syphilitic infants. When penicillin was 
given either before or during pregnancy, 94.5 
per cent of the women went to term and 1.7 per 
cent had living syphilitic infants. 


Radioiodine and Exophthalmic Goiter 


M. P. Ketsry, S. F. Haines, and F. Raymond 
Keating reported (Postgraduate Medicine, Octo- 
ber 6, 1949) on the experience with radioiodine 
in the treatment of cases with exophthalmic 
goiter. During two years they used this treat- 
ment in 69 cases, generally with good results. 
Within from 2 to 4 weeks after the drug is given 
the thyroid gland becomes softer,and it dimin- 
ishes in size. About this time the basal metabolic 
rate begins to decrease. 

At the Mayo Clinic, the use of radioiodine 
has largely replaced the use of antithyroid drugs 
in the treatment of those cases of exophthalmic 
goiter in which the surgical risk is high. How- 


ever, they still use the antithyroid drugs in pre- 
paring some patients for thyroidectomy. Patients 
with moderately severe symptoms of exophthal- 
mic goiter still are treated with Lugol's solution 
for a few days before operation. 

One good thing about radioiodine is that it is 
easy to take, dissolved in a glass of water. It is 
colorless and tasteless. However, it will probably 
have to be used only in big institutions because 
it disintegrates rapidly and must be used 
promptly after it is received. As yet all the de- 
tails about its use have not been worked out. Un- 
fortunately the radioactive drug will not work 
well when ordinary iodine has recently been 
given, or after bronchography, excretory urog- 
raphy, or cholecystography in which iodine-con- 
taining salts have been used. 

The use of the radioactive iodine also brings up 
some psychologic and medical-legal problems for 
physicians. The persons who handle the drug 
must take precautions similar to those employed 
when one is handling radium. 

It is still uncertain how much hazard there is 
to the patient. It would seem from previous ex- 
perience with radium that there is little danger 
of producing a malignant lesion in the thyroid 
gland. The few children who have been born to 
parents either of whom has received radioiodine 
have so far been normal, but the number of 
these children is small. 

The writers emphasize that still the treatment 
of choice for ordinary uncomplicated exophthal- 
mic goiter is thyroidectomy. 


Treatment for Peptic Ulcer 


In tHE British Medical Journal for February 25, 
1950, there is a remarkably hopeful article by 
A. W. Kay and A. N. Smith on the use of a 
new drug, hexamethonium iodide. Studies on 
10 patients with severe duodenal ulcer all 
showed that this drug practically stops gastric 
secretion and motility for 3 or 4 hours. The pa- 
tients felt better and had no pain. 

The findings with this drug are tremendously 
hopeful and make one think that possibly a real 
treatment for ulcer is on its way. 


GP @ Volume Il, Number 5 


from (then pournals 


Interpreting Electrocardiograms 


PROBABLY FEW physicians today recognize as 
they should the importance of the position of the 
heart in the thorax in producing abnormalities in 
the electrocardiogram. 

In an article in the May, 1950, New York 
number of the Medical Clinics of North Amer- 
ica, Emanuel Goldberger remarked on how much 
the electrocardiograms vary with the position of 
the heart in the chest. In the stout, the heart lies 
horizontally, while in the thin it hangs vertically; 
or it may rotate clockwise or counterclockwise 
around its long axis, or there may be a forward 
or backward rotation of the apex of the heart 
around a transverse axis. Obviously these big dif- 
ferences must make differences in the ECG. 
Goldberger showed in diagrammatic form the 
various peculiarities of electrocardiograms de- 
rived from the horizontally and the vertically ly- 
ing hearts. 

Goldberger strongly advocated the use of uni- 
polar leads. As he says, with them the entire con- 
cept of axis deviation and its ramifications can 
be discarded. Abnormalities of Q waves can be 
determined much better from the unipolar leads 
than from the standard leads. Goldberger con- 
cluded that the standard leads do not give any in- 
formation that the unipolar leads do not give; 
actually, they give less information, and hence 
they might as well be discarded and given up. 

The article following Goldberger’s is by David 
Scherf. As he says, the existence of a cardiac le- 
sion cannot be ruled out on the basis of a normal 
electrocardiogram. The lesion may not extend 
either to the subendocardial or the subepicardial 
layers of the myocardium, and such lesions do 
not affect the ECG. When using standard leads 
one can fail to find changes due to a purely an- 
terior or anteroseptal infarction. A lesion of the 
anterior wall of the left ventricle can fail to affect 
the electrocardiogram taken with standard leads. 
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Obviously, the reading and interpretation of 
aberrant electrocardiograms is no job for the man 
who has not had a good training in this field and 
who has not kept up with the new advances in 
unipolar leads. He would do better to diagnose 
and make prognoses from a good history which 
shows what the patient can do in the way of ex- 
ercising or “blowing his top’—without getting 
anginal pain. For that matter, the experienced 
man makes many of his diagnoses that way, too. 
Often he disregards big changes in the ECG be- 
cause the man can walk rapidly for blocks. 


New Electroshock Apparatus 


Tue use of the new Reiter apparatus which pro- 
duces electroshock with a much smaller current 
than formerly used was recently reported on by 
F. Lemere (Northwest Med., April, 1950). As 
a result of the low amperage, there is usually no 
post-treatment confusion, and the patients wake 
up and are alert in a few minutes. Their after- 
care is materially shortened, and the clinical re- 
sults appear to be as good as those with the old 
apparatus. 


Electrophrenic Respiration 


Sraney J. SarnorF and his colleagues tell of a 
method of maintaining respiration in cases of 
acute bulbar poliomyelitis (J.A.M.A., Aug. 19, 
1950). They keep the child breathing by stimu- 
lating electrically the phrenic center in the neck. 
In the cases of 9 patients with a respiratory ir- 
regularity of central origin, they weve able to 
suppress the irregularity with the electric stimuli. 
They supplied a regular and effective type of 
ventilation of the lungs. 

It looks as if this would be a more convenient 
method than that involving the iron lung. It 
strikingly diminished the restlessness seen in a 
number of patients. It also was easier for the 
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nurses to take care of the patients. The authors 
state that more experience must be derived from 
the new technique before any definite conclu- 
sions can be drawn as to how good and how re- 
liable it is. 


Multiple Sclerosis 


ALL THE MANy treatments that have been tried 
for the relief of multiple sclerosis are reviewed 
by George A. Schumacher (J.A.M.A., July 29, 
1950). He concluded that as yet there is noth- 
ing that looks like a cure. In the early cases 
Horton’s method of desensitization to histamine 
sometimes appears to stop the progress of the dis- 
ease. It is doubtful if any type of treatment will 
ever restore to normal the little places in the cen- 
tral nervous system where nerve tracts have been 
injured. All a physician can hope to do is to 
stop the progress of the disease. 

The most hopeful thing about this disease is 
that not all patients go on steadily to blindness 
or paralysis or death. Many live on for 10 or 20 
years without much sign of advance in the dis- 
ease. This fact makes it all the harder to appraise 
the usefulness of any type of treatment advocated. 

According to the French, vitamin B,, has been 
very helpful in a few cases and probably deserves 
further trial. 


Tractor Drivers’ Complaints 


SynproMEs which are not infrequently produced 
in farmers by the jolting they get on their trac- 
tors are reported by E. C. Paulson (Minnesota 
Med., April, 1949). The most common symp- 
toms complained of are backache, or “tractor 
back” as some farmers call it. There may also be 
stiffness of the neck, pains in the arms and legs, 
digestive upsets, a sore abdomen, frequent bowel 
movements, heartburn, frequency of urination, 
and dizziness. Naturally in some cases it is hard 
to know how much of the trouble is due to the 
driving of the tractor. The best evidence that 
symptoms are due to riding a tractor is the fact 
that they subside as soon as tractor work is over 
on the farm. ; 

The distresses are likely to come in the spring 
when the ground is hard and rough, and when 
the farmer has gotten a little “soft” through sit- 
ting around during the winter. His muscles are 
not so ready then to take the punishment which 
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they have to undergo in the next week. The trac- 
tor lurches up and down and from side to side 
like a bucking broncho, but often the farmer 
will drive from daylight ’til dark, some 18 hours. 
In most tractors the seat hasn’t much of a 
spring beneath it, and it is notoriously uncom- 
fortable. Some farmers take out the standard 
seat and put in a hydraulic seat. Although this 
may cut down on the violent up and down 
bumps, it does not help the side-to-side lurches 
which are very troublesome. Sometimes in order 
to get some relief the farmer will stand on his 
tractor with slightly flexed knees trying to take 
the shocks in them. Even the coming of rubber 
tires on the tractor has not solved the problem. 
Because of the constant straining of the ab- 
dominal muscles, the patient often loses his ap- 
petite. His epigastrium gets sore, he fills with 
gas, and his bowels want to move. His neck is all 
the more sore because he frequently looks back 
to see how his plow or harrow is coming along. 


Hepatitis and Aureomycin 


Joun D. Farguuar and colleagues have re- 
ported 3 cases of acute hepatitis in which the im- 
provement after giving aureomycin was sufh- 
ciently striking to suggest that the drug was re- 
sponsible (Am. J]. M. Sc., Aug., 1950). 

In a companion article on chronic hepatitis, 
James M. Shaffer, et al, reported 7 cases in 


which improvement followed so closely on the 


. giving of aureomycin that the drug was given 


credit for the change. 


Dysmenorrhea 


Accorpinc to Mary I. Griffith and J. Maxwell 
Little (South. M. J., Dec., 1949), some patients 
with dysmenorrhea were helped by the giving 
of priscoline which relaxes smooth muscle. Some 
patients couldn’t take it by mouth because of 
vomiting. Some of these could take 50 mg. intra- 
venously. Others were helped by taking 100 mg. 
of nicotinic acid intravenously an hour after the 
priscoline. A 25 mg. dose by mouth often seemed 
preferable to the 50 mg. dose. 

William Filler reported good results from the 
giving of methyltestosterone in 10 mg. tablets 3 
times a day for 6 days before the estimated time 
of ovulation (J.A.M.A., Aug. 5, 1950). There 
were 22 patients so treated. They were all cases 
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of severe refractory dysmenorrhea. Filler said that 
he had not had a single complete failure. Six, or 
27 per cent, of the patients experienced partial 
relief. Sixteen, or 73 per cent, experienced com- 
plete relief. 


The Circulation Rate 


THERE HAs been much searching for a simple 
test by which to measure the circulation rate, 
that is, the time it takes for blood to get, let us 
say, from the cubital vein through the heart and 
lungs, and back, and up to the brain. For in- 
stance, sodium cyanide injected into a vein will 
go to the brain and respiratory center; when it 
arrives there, the patient will give a gasp. 

Irving Greenfield recently reported the use of 
sodium succinate as a test of circulatory efficien- 
cy (Ann. Int. Med., March, 1950). When this 
drug reaches the brain, the patient gives a cough, 
or has a paroxysm of three or four coughs. On 
studying the circulation time in some 60 persons, 
it was found that it is practically always between 
15 and 16 seconds. On studying the circulation 
time in 12 patients with heart disease, it was 
found to run between 21 and 32 seconds. After 
the patient had been treated and was better, the 
rate varied from 17 to 22 seconds. 


Vagotomy and Gastric Ulcer 


L. R. Dracstept, E. H. Camp, and J. M. Fritz 
reported having sectioned the vagi in the cases 
of 521 patients (Ann. Surg., October, 1949). 
They did the operation in only 20 patients who 
had gastric ulcers and in at least 5 of these the 
operation failed to bring relief and healing. In 
197 patients with duodenal ulcers treated by 
vagotomy alone, gastric ulcers later developed in 
2 cases. In a group of 262 patients with duodenal 
ulcers treated by vagotomy and gastroenteros- 
tomy no gastric ulcers developed. Dragstedt con- 


cluded that vagotomy is not indicated in the : 


treatment of gastric ulcers. 


Heart Disease and Rheumatoid Arthritis 


Strupres which indicate that there is a close 
relation between disease of the heart and rheu- 
matoid arthritis are reported by J. Y. Bradfield 
and M. R. Hejtemancik (Arch. Int. Med. July, 
1950). Some pathologists have reported a high 
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incidence of heart disease in the bodies of pa- 
tients who had died of rheumatoid arthritis. For 
instance, Young and Schwedel in 1944 found 
cardiac lesions, apparently rheumatic in origin, 
in 65.7 per cent of bodies of persons who had 
died of rheumatoid arthritis. At the Mayo Clinic, 
Rosenberg, Baggenstoss, and Hench reported 
finding 53.4 per cent of cardiac lesions, appar- 
ently those of rheumatic fever, in the bodies of 
30 patients who had died of rheumatoid arthritis. 

The authors concluded that evidence is strong 
that rheumatoid arthritis and rheumatic fever 
are different manifestations of one morbid proc- 
ess which may well be allergic in character. 


Pheochromocytoma and Hypertension 


THE IMPORTANCE of watching out for pheo- 
chromocytomas is stressed by H. Smithwick, W. 
E. R. Greer, Charles Robertson, and Robert W. 
Wilkins (New England ]. Med., Feb. 16, 1950). 
As Smithwick and his colleagues said, one should 
think of this unusual tumor, which grows from 
the medullary portion of the adrenal gland, 
whenever the patient complains of spells of ex- 
cessive perspiration, a little fever, and the symp- 
toms that go with a paroxysmal attack of hyper- 
tension. They are headache, palpitation, pain in 
the abdomen, chest, back, or extremities, nausea 
or vomiting, drenching sweats, and feelings of 
exhaustion. These attacks may be precipitated by 
pressure over the tumor, by straining, by lying in 
certain positions, or by strong emotion. What 


_makes diagnosis difficult is that some of the 


people who have these attacks do not have 
a pheochromocytoma. 

Some of the persons suffer from postural tachy- 
cardia or postural hypotension with giddiness and 
a feeling of weakness. There may be occasional 
attacks of vasoconstriction with coldness of the 
hands and feet, blanching of the fingers, and 
mottled bluish-red discoloration of the legs. Dur- 
ing these attacks the temperature of the skin may 
fall markedly. 

In these cases, the response to putting the arms 
into ice water is negative; the blood pressure 
does not shoot up as it does in the cases of po- 
tential hypertensives. Usually the blood sugar 
and the basal metabolic rate are somewhat raised. 
Attacks can sometimes be precipitated by the in- 
jection of histamine, methacholine chloride, or 
tetraethylammonium bromide. 
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Pseudoathlete‘s Foot 


So Many women’s feet have recently become 
sensitized to nylon that the manufacturers are 
now making hose with either silk or lisle addi- 
tions for the soles. One woman who had been 
treated strenuously for months for what looked 
like a severe athlete’s foot was well a few days 
after changing to the new type of stocking. An- 
other thing women can do is to wear “footlets” 
inside the nylon stocking. These cover the front 
part of the foot. 

As L. E. Gaul and G. B. Underwood say in 
a recent number of the Archives of Dermatology 
and Syphilology, there are many other chemicals 
which can affect the feet and cause a puzzling 
dermatitis. There are many chemicals which are 
used in the making of leather and shoes, and 
some of these can seriously affect the feet of 
certain persons. 

Naturally, when a person comes in with a 
condition that looks like an athlete’s foot, the 
physician will do well quickly to take some of 
the material from the ‘sides of the nail or from 
the lesions and put it under the microscope to 
see if there is a dermatophyte present. 

Some men get a violent dermatitis from the 
dyes which are used in coloring golf socks. Other 
persons are troubled by chemicals that are used 
in processing hides and turning them into 
leather. Now antimildew and fungicidal chemi- 
cals are being used; these add to the troubles of 
persons subject to contact dermatitis. 


Substitutes for Cortisone 


Haserc, of Sweden (London Lancet, Feb. 25, 
1950), reported a study in which right after in- 
jecting intramuscularly 5 mg. of desoxycortisone, 
he gave intravenously, methylene-blue, 8 ml. of 
a 5 per cent solution. Control patients were given 
either methylene-blue alone or desoxycortisone 
alone or ascorbic acid alone, or desoxycortisone 
and ascorbic acid according to the method of 
Lewin and Wassen (1940). 

Six of the patients used had typical rheuma- 
toid arthritis. The effect of the desoxycortisone 
alone was nil. The effect of desoxycortisone with 
ascorbic acid was either nil or slight. Methylene- 
blue alone had either no effect or a slight effect, 
but a combination of desoxycortisone and meth- 


ylene-blue had good results in 6 out of the 8 cases. 
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The conclusion arrived at was that the rheu- 
matoid arthritis is influenced by an oxidation 
product of the desoxycortisone, a product pro- 
duced in the body. 

Another recent attempt to help patients with 
rheumatoid arthritis was reported by J. Forrestier, 
A. Certonciny, and F. Jacqueline (Stanford Med. 
Bull., Feb., 1950). 

They used two complicated salts of copper, 
cupralene, and dicuprene. They found them 
helpful in many cases of rheumatoid arthritis. 
Twelve out of twenty were greatly improved. 
The sedimentation rate returned to normal in 
thirteen. The patients tolerated the copper bet- 
ter than they tolerated gold. Any one series of in- 
jections should not exceed fifteen to twenty doses. 


Influenzal Meningitis Cured 
G. W. Pratuer and Margaret H. D. Smith 


reported that 15 consecutive patients, 8 of them 
under one year of age, were cured of meningitis 
due to Hemophilus influenzae type B, with the 
help of chloramphenicol (J.A.M.A., August 19, 
1950). 


Procaine Amide and the Heart 


PRocAINE AMIDE or Pronestyl has been used in 
the past by dentists as a local anesthetic. It is 
now reported by Herbert J. Kayden and his 
colleagues, working in the New York University- 
Bellevue Medical Center, that the drug tends 
to abolish extrasystoles and to stop ventricular 
tachycardias (Science News Letter, July 8, 
1950). It is injected intravenously or given by 
mouth. It appears to be more powerful and less 
toxic than quinidine, and hence it is likely to 


become a popular drug. 


Heart Disease Among the “Well” 


A. Mactean and A. Rogers report (Brit. Heart 
]., July, 1949) that they have been using the 
so-called miniature radiography for the discovery 
of heart disease among persons who are appar- 
ently well. Out of 34,918 routine roentgen exam- 
inations of the chest, signs of organic valvular 
disease of the heart were picked up for the first 
time in only 21 cases. In a group of 529 patients 
who thought they had heart disease, nothing 
wrong was found in 340. 
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Vitamin D for Arthritis 


Q. Is vitamin D in huge doses of any valve in ar- 
thritis? 


A. According to the leading experts in the 
field of arthritis, there is no good evidence that 
vitamin D in large doses is of any value in the 
treatment of the disease. Several cases have been 
reported in which serious injury has unfortu- 
nately been produced by the heavy dosage of 
vitamin D. Some patients have developed what 
looked like a diabetes insipidus. Worse yet, some 
did not get well when the use of the drug was 


discontinued. 


Erythroblastotic Babies 


Q. Is an erythroblastotic baby who survives after 
treatment with blood transfusions likely to be left 
somewhat affected neurologically? 


A. Yes, from 10 to 30 per cent are likely to 
show some neurologic defects. It appears now 
that these sequelae can be avoided if, immediately 
after the birth of the baby, he or she is treated 
by exchange transfusion with blood from a 
woman. 


Causes of Increased Metabolic Rate 


Q@. | have a woman of 35 who consistently runs a 
slightly elevated basal metabolic rate, around plus 
20. Her skin is not particularly warm and she does 
not perspire excessively. She holds her weight, and 
surgical removal of much of her thyroid gland did 
not help her. What other diseases might produce an 
increased basal metabolic rate? 

A. Hypertension often raises the rate a bit. 
According to S. Silver, P. Poroto, and E. B. 
Crohn, writing in the Archives of Internal Medi- 
cine for March, 1950, the metabolic rate may be 
increased slightly in disorders of the blood-form- 
ing organs such as (1) severe anemia, polycy- 
themia, leukemias, multiple myeloma, Hodg- 
kin’s disease and lymphosarcoma; (2) cardiac 
disorders such as congestive heart failure, hyper- 


GP @ WNovember, 1950 


tension, and arteriovenous aneurysm; (3) malig- 
nant tumors, with or without metastasis; (4) 
pheochromocytoma; (5) extensive skin diseases 
with erythroderma; and (6) Paget’s disease of 
the bones. In Paget’s disease the affected bones 
may feel warm to the hand. 


The Coccyx in Middle-Aged Women 


Q. I have a woman, aged 51, who keeps complain- 
ing bitterly about distress in the region of her 
coccyx. The x-ray films show nothing wrong, but she 
complains that she cannot sit down comfortably be- 
cause of the pain. Would it be worthwhile to remove 
the coccyx? 

A. There are hundreds of women going about 
complaining of the coccyx, and it is doubtless 
significant that most of them are around 45 or 
50. Practically all of them are nervous with a 
tendency to complain about many things. Some 
of them are suffering somewhat from arthritis or 
fibrositis. Many of the type are likely to com- 
plain much, whatever is wrong with them. It is 
doubtless significant that one practically never 


"sees a man complaining of his coccyx. 


Occasionally, the woman will say that she once 
sat down hard, and she thinks this broke the 
coccyx or dislocated it. Actually x-ray studies 
show no deformity or dislocation. Furthermore, 
it is very easy to stick a finger into the rectum 
and by taking the between the thumb 
and forefinger, to move it. Usually this does not 
show any abnormality in the joint and does not 
produce the pain. One can feel no swelling 
about the joint. 

Years ago surgeons used to remove the coccyx, 
hoping that this would help but it didn’t, and 
today practically no surgeon of experience can 
be talked into operating on the coccyx. 

Those women who are distressed on sitting 
down should sit on a hard chair. When doing 
this, the end of the coccyx cannot touch the seat. 
When the distress is bad, the patient may take 


a couple of tablets of aspirin and she may take 
a hot sitz bath. Usually she should keep active 
and up and about. With time the distress goes 
away or the woman finds a pain somewhere else 
in her body which interests her much more. 


The Common Cold 


Q. What is the present status of treatment of the 
common cold? 


A. As yet nothing that is entirely satisfac- 
tory has been found. According to most writers, 
the common cold must be due to a virus and to 
one which is not affected by any of the anti- 
biotics as yet discovered. The secondary stages 
of a cold are probably due to invading bacteria. 
These can produce the sinusitis, tonsillitis, sore 
throat, bronchitis, or bronchopneumonia. 

The action of these bacteria can probably be 
combatted by some of the antibiotics, but some 
investigators have already started to protest 
against the routine giving of antibiotics as soon 
as a person starts coming down with a cold. 
They do not feel that it is necessary, and some- 
times it will sensitize the patient to a drug which 
he may need some day. 

One difficulty in judging the value of any 
treatment for colds is the fact that so many dis- 
tresses which for a few hours appear to repre- 
sent the beginnings of a cold are probably only 
vasomotor storms or allergic upsets, or if they 
are true colds they abort by themselves. 

Years ago Dr. Harold Diehl and his colleagues 
in the University of Minnesota Health Depart- 
ment found, on studying thousands of students, 
that even if they gave sugar of milk, 50 per 
cent of the students reported that their cold had 
been aborted within 24 hours. This shows why 
so many remedies get credit for curing colds. 
The cold would have aborted by itself. 

Diehl and his colleagues studied every type 
of remedy that has ever been suggested for the 
cure of colds and found that none of them was 
of any use; that is none of them cured more than 
the 50 per cent of cases which were apparently 
cured by sugar of milk. Diehl had the wisdom 
to conceal from the students what he was giving 
them and also to conceal from the doctors who 
’ wrote up the results what drug the student had 
received. Hence, when a doctor judged the effi- 
cacy of a student's cure, he did not know what 
the drug was. Some of the most enthusiastic 


and grateful reports received from the students 
were from men who had been given a placebo! 

In Diehl’s study, the only drugs which ran 
the percentage of cure up to around 85 per cent 
were drugs derived from opium. He finally set- 
tled on a capsule containing 4 grain of codeine 
sulfate and % grain of papaverine hydrochloride. 
It was hard to say why this combination works 
so well. 

Codeine seems to act in some way to prevent 
the development of secondary infections. Per- 
haps it dries the mucosa or increases its resist- 
ance to bacteria. 

Sometimes the virus of the cold remains in the 
body trying day after day to “get going,” but 
every day it is blocked by the codeine. Perhaps 
once a year a cold will break through and get 
into the sinuses, after being held off for a week 
or ten days by the medicine. That this is the 
proper explanation for what happens is indicated 
by the fact that in the old days, before the use 
of codeine, most colds were going strong with 
fever, acute sinusitis, or severe sore throat with- 
in a couple of days after they started. 

Many men are much opposed to the use of 
nose drops and especially the oily ones which 
sometimes cause injury to the lungs. Obviously 
the rubbing of medicine on the chest is fool- 
ishness. A steam kettle with some compound 
tincture of benzoin or oil of pine on the water 
may perhaps make the person more comfortable. 
Aspirin can make the person feel better, but it 
will have no effect on the cold. A Benzedrine 
type of inhaler used especially at night can give 
great comfort through opening up a stuffy nose 
and allowing the patient to breathe. Solutions of 
silver preparations such as Argyrol should not 
be used for more than a few days because after 
awhile the patient will get argyria with a bluish 
skin. 

Gargling can have no influence on the cold 
because the infection is deep inside the body. 
The painting of the throat can hardly have any 
influence. A day or two of rest in bed is likely to 
be helpful. Laxatives have been shown through 
study of groups of soldiers to be not only with- 
out value but actually harmful. The theory that 
one must alkalinize the body has no basis in 
scientific fact. Also the theory that one should 
fill one’s self with water has no scientific basis. 
As W. B. Cannon used to say, “Our thirst was 
given us by the good Lord to tell us exactly how 
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much water we need. Any excess amount will 
have to be pumped out of the body.” 

There is no known diet that helps a cold. 
Vitamins have no influence, so far as has been 
demonstrated. A hot toddy is a favorite treat- 
ment with some persons, while others take lemon 
juice perhaps with some whiskey, but there is no 
evidence that these treatments do any good. 

Many persons ask if there isn’t some way of 
preventing colds. Cold vaccines, either injected 
or taken by mouth, have not been shown to be 
of any value. There is much evidence to indi- 
cate that they are valueless. Some persons think 
that they are helped by taking in October the 
Army influenza vaccine made from a couple of 
viruses. However, there are sound scientific rea- 
sons for fearing that this won’t do much good. 
The trouble is that there are several influenzal 
viruses, and one cannot very well be protected 
against all of them. Whatever protection is given 
probably won't last for more than 6 months. 
Moreover, colds are not always due to an in- 
fluenza virus. 

A number of students of the subject have not 
been convinced that the antihistaminics regularly 
block colds. For instance, in the New York State 
Journal of Medicine for May, 1950, C. R. Shaw 
and H. B. Wightman reported using an anti- 
histaminic in the treatment of 443 students in a 
university community. In these cases the symp- 
toms of a cold had been present for less than 48 
hours. 

Two hundred and fifteen were given a place- 
bo, and 228 were given the antihistaminic. Most 
of the students took their tabletsefor three days. 
Fifty per cent of those receiving the placebo and 
53 per cent of those receiving the antihistaminic 
thought that their symptoms had been helped. 
Curiously, relief of a sore throat, of malaise, and 
of a running or congested nose was equally 
marked with the two drugs. As a result of this 
study, Shaw and Wightman were not impressed 
with the helpfulness of the antihistaminic drug. 

Some people who are highly susceptible to 
colds try to harden themselves by taking cold 
showers, but it is questionable if this works. A 
doctor is likely to lose faith in building up a 
man’s resistance by exercise and strict regimen 
when he finds a crack wrestler or a professional 
football player who is highly subject to colds! 
lt is as yet impossible to say why some persons 
are practically immune to colds while others 
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have at least 4 bad ones a year. Many persons 
who say they have a cold nearly every month 
probably haven’t true colds. They have some 
sort of an allergic or vasomotor storm in the nose. 


Removal of the Gallbladder 


Q@. My wife, while having her spine x-rayed, was 
found to have a bunch of gallstones. It is possible 
that she had a mild colic 20 years ago when she had 
her first baby. Since then she has been perfectly well. 
Must we take the gallbladder out? 


A. Probably 10 years ago most gastroenterolo- 
gists would have said to take the gallbladder out 
on general principles, or to avoid cancer and 
flareups later. Today many men would say that 
since so many people with gallstones live out 
their lives without getting into serious trouble, 
the patient had better wait and see. Especially 
when a woman lives in a town where prompt 
medical care is available, she can afford to wait. 

There is a slight danger of cancer developing 
but there is also danger of dying if the gallblad- 
der is removed, and the latter danger is doubtless 
the greater one. Rarely, much infection starts in 
the biliary tract and spreads into the liver, and 
rarely a stone, working its way into the lumen of 
the bowel, opens a sinus through which infection 
overwhelms the liver. Rarely, also, the presence 
of stones and infection in the gallbladder leads 
to serious injury to the pancreas. 

Some years ago John Blackford of Seattle kept 
in touch with a series of women who had gall- 
stones and concluded that at least 50 per cent 
of them lived out their lives without having seri- 
ous trouble. Others had an occasional attack of 
indigestion or even a colic, but many of them 
preferred to put up with the occasional annoy- 
ance rather than to have an operation. 

In the November, 1948, number of the Annals 
of Surgery, Mandred Comfort and his associates 
discussed the subject. They reviewed the records 
of 998 persons seen with gallstones found inci- 
dentally. Follow-up letters were sent to 184 of 
these persons and replies were received from 
115. In 61 cases, no symptoms had as yet de- 
veloped. In 30 others there was some dyspepsia, 
and in 21 there had been colics. Five of the 21 
persons with colics had had some jaundice. 

Usually when colics start coming, the patient 
had better be operated on, but when there is no 
discomfort, surgery is purely optional. It need 
not be urged and it should not be insisted on. 


Codeine for Gas 

Q@. | have a highly nervous young married woman 
of 36 who for years has been somewhat jittery. Her 
hands are wet and clammy, her knee jerks are plus 
4, her colon is very sensitive to the touch, she sleeps 
poorly, she is thin, and she complains of what she 
calls diarrhea. | find on more careful questioning 
that she rarely has a true diarrhea. What happens 
is that whenever she goes out to dinner or in com- 
pany, or whenever she has guests to dinner, she has 
to go to the toilet every 20 minutes to pass a little 
gas and a little fluid and mycus. She cannot pass the 
gas silently as many people do because of the little 
fluid and mucus which would soil her clothes. If she 
has to long restrain the bowel movement, she gets 
full of gas and becomes utterly miserable and faint. 
1 have filled her up with belladonna and other drugs 
usually advised but without result. Is there any 
treatment that will enable this woman to go out 
into society again? 


A. Usually in these cases the one medicine 
that restores these people to a normal life is 
codeine. Before they go out into society or before 
they have guests to dinner, they should take a 
half grain of codeine, perhaps with a half grain 
of papaverine. This either quiets the bowel en- 
tirely or it makes it much less responsive to 
emotion. Experience with many of these women 
has shown that they have been able to take the 
codeine at intervals for many years without 
showing the slightest tendency to habituation. 
No one with any sense at all need become ha- 
bituated to codeine because hardly anyone ever 
gets any feeling of euphoria. There are only a 
few cases recorded in the literature of persons 
who have become habituated. Especially if the 
physician writes the prescriptions, he need have 
little worry about giving these patients codeine. 


Low Kidney 


Q@. | have a woman of 45 years who has had three 
children. Ske complains of a constant “misery” in 
her right side. It is made neither better nor worse 
by eating or moving the bowels or washing out the 
colon or taking a dose of castor oil. She has a 
marked ptosis of the cecum which apparently has 
pulled down the right kidney. A belt does not help 
her. Do you recommend stitching up the kidney? 


A. No. Few men today believe in the theory 
of ptosis, and many pay no attention to a low 
position of the bowel or stomach or right kidney. 
Experts have pointed out that the bowel and 
kidneys have about the same specific gravity as 


water and hence the organs all float in the abdo- 


men together. One organ cannot pull the other 
one down any more than a towel in a washtub 
full of water can pull down a sheet. Some men 
think that feces in the cecum will pull the bowel 
down but they apparently never looked back in- 
to the toilet bowl after defecation. If they had, 
they would have seen that the feces float in 
water. Modern plumbing is based on that fact. 

Today, few surgeons ever stitch up a stom- 
ach or colon, and many good kidney surgeons 
rarely stitch up a kidney. Sometimes, when they 
do, the patient seems better for a few months, 
but commonly returns later with the same old 
aches and pains and miseries. They are far more 
likely to be due to constitutional frailness, fa- 
tigue, and nervousness. Especially if the woman’s 
distress in the loin is not relieved entirely by 
lying down, it can hardly be ascribed to a low- 
lying kidney. 

In many of these cases the ache is psychic in 
origin; in others it is due to a fibrositis of the 
abdominal wall. One must always be suspicious 
of a fairly constant ache or one that involves all 
of the woman’s right or left side. Such an ache 
usually arises in the brain. 


Endometriosis 


Q@. | have a woman of 42 who with each menstrual 
period gets some diarrhea and pain in the pelvis. 
One can feel a nodule between the uterus and the 
rectum, and the diagnosis has been made of endo- 
metriosis. Some surgeons have advised operation 
with removal of the woman’s ovaries but her hus- 
band objects. Can she get by without operation? 


A. She probably can. Each patient should 
pose an individual problem. Many women get 
by for years without being operated on, and the 
present tendency is toward conservative proced- 
ures and the avoidance of castration. Castration 
may bring menopausal symptoms which can be 
far more annoying to the woman than were the 
symptoms due to the endometriosis. It must be 
remembered also that in perhaps one out of eight 
patients the symptoms of endometriosis are not 
entirely removed by castration. 

In the Annals of Surgery for April, 1950, 
there is a good conservative article by B. B. Col- 
cock and T. A. Lamphier. These authors say 
that the results after conservative surgery are 
good in a large series of cases. They were always 
reluctant to remove both ovaries, especially in 
the cases of the women near 40. 
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LET THE BANK HANDLE YOUR 


BY JOHN Y. BEATY 


FoR THE GENERAL PRACTITIONER who seldom has 
time for the proper handling of his investments 
and securities, the bank can provide a happy and 
economical solution. Even a “small-town” bank, 
without a group of investment experts on its 
staff, can provide this service through its connec- 
tions with metropolitan institutions. This serv- 
ice is known as an “agency account”—either 
“straight” or “supervised.” 

A straight agency account, sometimes referred 
to merely as an “agency account,” provides for 
the collection of maturing income and principal, 
the disposition of cash receipts, the execution of 
purchase and sale orders, and supplying informa- 
tion on subscription rights, security redemptions, 
stock dividends, warrants, and conversion privi- 
leges. 

A supervised agency account, in addition to 
providing the services just stated, provides the 
owner with an initial analysis of his account, 
plus recommendations for changes, whenever in 
the judgment of the bank’s trust investment 
committee purchases or sales seem advantageous. 
The same type and quality of supervision is pro- 
vided which the bank gives to its own invest- 
ments and to funds it manages as trustee. 

However, the depositor retains complete con- 
trol-the bank merely provides information and 
makes suggestions as to improvements. The de- 
positor decides for himself whether to follow the 
suggestions or not. 


Your Securities Are Protected 


When you arrange for an agency account with 
the trust department of a bank, your securities 
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are protected and cared for in the bank’s vault. 
They are always subject to your instructions, 
will be delivered to you at any time, and are so 
filed and recorded that they can be produced on 
a moment's notice. 

The establishment of an agency account is 


The doctor's letter of instructions to the bank 
states the services he desires for his securities. 


very simple. You merely fill out a form listing 
your securities and giving the bank the neces- 
sary instructions. The bank acknowledges re- 
ceipt of the securities you deposit. From then on, 
the bank does all the work. 

A detailed record is kept of every action taken 
in connection with your account. These records 


INVESTMENT DETAILS 


| 
\ 
\ 


The doctor's instructions are filed and cross- 
indexed for quick and convenient reference. 


are particularly important when they relate to 
action needed in collecting interest, in redeem- 
ing called bonds, or in exchange of temporary for 
permanent securities. Your agent (the bank) 
will not only have a complete record so filed that 
action is always taken at exactly the right time, 
but will make sure that interest is collected, 
called bonds are redeemed, and permanent cer- 
tificates obtained to replace temporary ones. 

The point is, trained employees are going over 
these records daily. The bank may have 150 ac- 
counts in which certain bonds are included on 
which some action is needed at a specific time. 
Because it has so much of this type of work to 
do, it can do it cheaply, accurately, and prompt- 
ly. Information from these complete and care- 
fully filed records is available to you at any time 
on request. 


Sales and Purchases Per Instructions 


In an agency account, all transactions or 
changes in the account are the result of your in- 
structions—preferably written. Securities are sold 
on your order and the proceeds deposited to your 
account, paid to you by check or held pending 
future instructions. Additional or replacement 
purchases are handled the same way. If you de- 
sire to buy or sell a certain security at a specified 
figure, the bank will execute the order to the 
letter as soon as it can find a buyer or seller at 
the price you give. 


A Monthly Report Is Provided 


All deposits, withdrawals, income and _ prin- 
cipal collections, sales, purchases, payments, and 
other transactions are recorded in detail in the 
monthly statement given to the depositor. This 
permanent record is of considerable value for 
future reference, especially in ascertaining the 
original cost of securities purchased through the 
account. 

From time to time, your ownership of certain 
securities may entitle you to advantageous sub- 
scription rights for new securities issued by the 
same company. Dividends may be voted on 
stocks you own. Such information is supplied 
to you promptly. 


Periodic Analysis 
You may find it advisable to have a periodic 


analysis on which to base decisions for buying 
and selling. In general, this analysis will tabu- 
late the standing of all securities in your account, 
together with information as to the past changes 
and the conditions which may bring about 
changes in the near future. 

Analysis of this type is usually provided an- 
nually, semi-annually, or quarterly. Requests for 
this analysis may be made in your original letter 
of instructions or in a supplementary letter of 
instructions. 


The Supervised Agency Account 


In handling a “straight agency account” the 
bank merely acts as your agent, following your 
instructions to the letter. In the “supervised 
agency account” the bank also functions as your 
investment counsellor, making specific recom- 
mendations of changes it believes will improve 
your account. Your decisions are therefore guided 
by the same experience and knowledge of mar- 
ket trends which this department of experts ap- 
plies to the bank’s own holdings. 

However, the bank assumes custody and 
supervision but not ownership. The depositor 
retains complete control over all of his securi- 
ties which are subject to delivery in part or in 
whole whenever he so orders. 

A supervised agency account is started by a 
simple letter of instructions which the securi- 
ties owner gives the bank. His securities are all 


7 4 . 
- 
G 
we 
_ 82 GP @ Volume Il, Number 5 


Eight Benefits 
of an Agency Account 


1. Your securities are protected in 
the bank’s vault. 

2. Careful records are made of all de- 
tails relative to action needed in collect- 
ing interest, redeeming called bonds, 
the exchange of temporary for perma- 
nent certificates, and the like. 

3. Securities are sold when you in- 
struct the bank to sell. 

4. New securities are purchased ac- 
cording to your instructions. 

5. An annual report on your account 
is made. 

6. Notices of subscription rights are 
sent to you as received. 

7. Notices of stock dividends are 
mailed to you if you own stocks. 

8. A statement for your income tax 
report is supplied at the proper time. 


kept separate from all other securities but they 
are under constant supervision. 

The owner’s letter of instruction may include 
any or all of the following items: 

1, The bank may be instructed to collect the 
dividends, interest, and other income, and to 
dispose of the money by crediting his checking 
account or remitting by check, or by retaining it 
for future investment. 

2. Similarly, the bank may be told how to dis- 
pose of any money received from maturity, re- 
demption, sale, or other disposition of the se- 
curities. 

3. The bank is instructed to send a statement 
of receipts and disbursements to the depositor 
each month. 

4. The bank is instructed to prepare and send 
to the depositor an annual statement of the in- 
come collected, classified for federal income tax 
purposes. 

5. Proxies addressed to the depositor and re- 
ceived by the bank are to be forwarded to the 
depositor as instructed. 

6. The bank may be instructed to notify the 
depositor of matured but uncollected principal 
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and interest, securities called for redemption, 
sinking fund available for redemption of securi- 
ties, the expiration of conversion privileges, the 
organization of protective committees, subscrip- 
tion or conversion rights, information on mergers, 
consolidations, reorganizations, recapitalizations, 
or similar proceedings. 

7. The bank is instructed to exchange tempo- 
rary for permanent securities. 

8. The bank may be instructed to execute on 
behalf of the depositor all instruments such as 
ownership certificates, or others, required by any 
law or regulations to collect such income. 

9. The bank suggests sales, investments, and 
other actions which its investment committee 
deems worthy of consideration, and gives the 
depositor reviews and analyses relating to such 
securities. 

It is common for the agent to make a monthly 
remittance of collections or to deposit the amount 
in the owner's account, according to his desire. 
If the doctor wishes, however, the income col- 
lected can be retained in an account to be re- 
invested with the purpose of building up the 


investment account. 


The First National Bank of Chicago 
DEARBORN MONROE AND CLARK STREETS 
CHICAGO B80. ILLINOIS 


An example of a letter of instructions form. 


: 
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AGENCY ACCOUNT FOR 


Re 


Cost Nominal 


Because the bank is handling many accounts 
similar to yours, it is able to provide either type 
of agency service at a very nominal fee. The an- 
nual fees charged for the supervised agency 
service will vary in different sections of the 
country, but the following rates, based on the 
market value of the securities in the account, are 
fairly typical for the type of service that the 
bank renders: 

On “straight agency accounts,” the usual an- 
nual charge is $2 for each $1,000 face value of 
bonds, for the first $100,000; $1.50 per $1,000 
for the next $300,000; and $1.00 per $1,000 for 
the next $600,000. The fee for handling stocks 
is eight cents per share for the first 2,500 shares; 


TRENDS AND EVENTS IN THE 


NSRB Plans Shaping Up 


OcrToBER DEVELOPMENTs in Washington gave 
material substance to your correspondent’s fore- 
cast which was printed in this space fully two 
months ago. It was, you will recall, that estab- 
lishment of a health resources advisory committee 
to National Security Resources Board would 
come to be regarded as “the most important 
milestone in American medicine — from other 
than a professional or scientific standpoint — of 
the twentieth century.” 

That this committee, of which Dr. Howard 
A. Rusk is chairman, has now been vested with 
additional responsibilities as the present-day 
counterpart of Procurement and Assignment 
Service of the 1940's is one manifestation of its 
importance. Others will be coming in due course. 

In recent weeks, coincident with acceleration 
of civil defense planning and expansion of our 
military forces, the stature of W. Stuart Syming- 
ton, chairman of NSRB, has grown markedly. 
In bureaucratic competition over authority, 
involving mainly Department of Defense, Selec- 
tive Service, and NSRB, Symington is steadily 
emerging as the “strong man” of President 
Truman’s executive family. Going up at the 
same time is his special assistant on over-all 
health and medical affairs, Doctor Rusk, whose 


six cents for the next 7,500 shares; and four 
cents for all shares in excess of 10,000. For the 
sale or purchase of securities, the charge is $3.50 
per issue. A minimum annual fee is commonly 
$50. 

These fees cover the reviews prepared by the 
bank and the other services mentioned. How- 
ever, if additional services are required, such as 
litigation, security deliveries to legal representa- 
tives other than the bank upon the death of the 
depositor, special court accounting for fiduciaries, 
transfer of registered securities in estate distri- 
bution, preparation of income tax returns, pay- 
ment of depositor’s bills or real estate taxes, and 
any other special services, the bank may make 
some additional charge to cover the additional 
activity and responsibility. 


NATION‘’S CAPITAL 


potentialities in shaping of policies of acute 
significance to every doctor in the land cannot 
be overestimated. 

Cast in sharpest focus at this time is, of course, 
the administration of the so-called doctor draft 
law. Registration of physicians has been started 
and will be continued for the remainder of 
1950. Under auspices of the Rusk committee, 
state advisory medical groups have been estab- 
lished to counsel local draft boards on availability 
of registrants for military duty and criteria for 
deferment. Making their task more complex than 
was the case preceding and during World War 
II is the fact that they must weigh not only 
normal needs of the civilian population, but also 
those medical requirements which would arise 
out of armed attack on the local citizenry. 

The fact that primary procurement target of 
Army, Navy, and Air Force is the younger doc- 
tors who received at least part of their medical 
educations at government expense should not 
be allowed to becloud the possibility that other 
practitioners, too, will be drawn into uniform. 
For even though these former ASTP’s and 
V-12’s, together with others who were deferred 
from World War II military continue profes- 
sional training at their own expense, are in the 
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draft law’s top priority categories, it is inevitable 
that appreciable numbers of them will qualify 
for deferment. As the sole physician, or even 
one of a small number, practicing in a home 
community; as a researcher engaged in work 
deemed vital to national interest; as a local public 
health officer who cannot readily be replaced— 
these are but a few of the possible grounds for 
deferment, not to mention protection of the 
community’s medical integrity in connection 
with civil defense planning. 

In the weeks and months to come, one may 
anticipate the emergence of myriad problems 
which local, state, and Federal agencies will 
have to face. At the apex will be the Rusk 
committee, its membership responsible for shin- 
ing the beacon of national medical guidance. 
At this writing, incidentally, one of the positions 
is unfilled. This is due to the resignation of 
David M. Heyman, who is chairman of the 
Health Insurance Plan of Greater New York. 
He requested to be relieved shortly before 
President Truman decided to appoint members 
of NSRB’s health resources advisory committee 
to double in brass, so to speak, as the National 
Advisory Committee on the Selection of Doctors, 
Dentists, and Allied Specialists. 

Inasmuch as the doctor draft act (Public Law 
779) requires that none but professional persons 
in the health and medical sciences may serve 
on that long-named advisory group, Mr. Hey- 
man’s resignation obviated an awkward situation. 
He is to be replaced on the dual-service commit- 
tee by a physician, perhaps a general practitioner. 


Socialized Medicine Not Deed 


Although the socialized medicine issue has no 
conspicuous place in developments to date deal- 
ing with availability, allocation, and utilization 
of medical manpower, it is far from relegated 
to oblivion. To the contrary, the October adver- 
tising campaign of the A.M.A.’s National 
Education Committee, the November elections, 
and the return to Washington later this month 
of members of Congress all add up to the con- 


clusion that the fight over national compulsory 
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health insurance is still very, very much alive. 

The Washington scene in October was en- 
livened by verbal exchanges between Mrs. India 
Edwards, vice-chairman of Democratic National 
Committee, and Dr. Austin Smith, editor of the 
Journal of A.M.A., over propriety of the adver- 
tising campaign. Meantime, Federal Security 
Administrator Oscar R. Ewing, whose influence in 
White House circles seems to be dwindling, was 
adhering to discreet silence. Reports increased 
that the Administration was cooling toward the 
Brannan farm plan, heightening speculation that 
it might also back down on support of socialized 
medicine. The story will be told early in 
January, if not sooner, for that is the time when 
President Truman presents his “state of the na- 
tion” message to Congress and states what type 
of legislation he would like to have passed by 
the new 82nd Congress. 


Other Washington Items 


Dr. William S. Sebrell has succeeded Dr. 
Rolla E. Dyer (retired) as director of National 
Institutes of Health, the huge research branch 
of U. S. Public Health Service. N.I.H. will 
administer the $40 million, 500-bed clinical re- 
search center nearing completion in suburban 
Bethesda, Maryland. 

Budgetary cuts in Veterans Administration 
may result in retrenchment of its hometown 
medical service program, in which thousands of 
private physicians are participating on a fee-for- 


service basis. 


By the time this appears in print, a technical 
manual on medical and public health defenses 
against atomic bomb attack will have been pub- 
lished by National Security Resources Board. 
Possession of a copy by every general practitioner 
is strongly recommended. 

Protests against the Federal government’s 50 
per cent cutback—from $150 million to $75 
million for current fiscal year—in the Hill-Burton 
hospital construction program have been so 
voluminous and intense that Congress may take 
special steps in December to restore all or part 
of the reduction. 


INSURANCE CASE HISTORY OF DOCTOR X 


BY RALEIGH ROSS 


Ir was in the fall of 1939 when I was first able 
to get Doctor X to sit down and talk to me about 
his family and his life insurance. He was 46, 
and had a wife and 8 children, the youngest a 
few months old, the oldest, 11. He owned 
$120,000 of life insurance, all payable the easiest 
way, in cash to his wife. 

“Doctor X,” I said, “how much could your 
wife live on, if you were not here, and bring up 
those children? I want the minimum she would 
need.” 

The doctor thought briefly. 

“Six hundred dollars,” he declared. 

Prices were lower then. I argued with him a 
bit. But he stuck to the $600 figure. 

“All right,” I capitulated, “we'll give her $600 
a month. For how long?” 

“For twenty years,” he said, “until Bob is of 
age.” 

“Check,” I said. “Now, what kind of a life 
income should we give her after that?” 

The doctor regarded me with a rather peculiar 
expression. 

“You came to see me as a service agent, be- 
cause I owned insurance in your company. You 
were merely to help me to improve my setup. 
Now you're trying to sell me some insurance!” 
. “How do you figure that?” I asked with a 
smile. 

“Six hundred a month is seventy-two hundred 
a year,” replied the doctor. “And in 20 years that’s 
$144,000.” 

“T still think we can give her that and some 
life income with the $120,000 insurance you 
have,” I said. 

“Okay, figure on $100 a month for life.” 

I was able to arrange exactly that with the 
doctor’s insurance. The life income was for 20 
years, and as long thereafter as Mrs. X should 
live. 

The doctor's $120,000 was represented by 
thirteen policies of various sizes distributed in 
three different companies. When my work was 


finished, this was his setup for Mrs. X. 


$600 a month for 20 years . ... 2... $144,000 
then $100 a month for life (20 yrs. certain) .. . 24,000 
Total guaranteed payments. . . . . $168,000 

Face amount of his insurance . . . . $120,000 

Bonus for careful planning . . . . $48,000 


As you can see, we increased his protection 
exactly 40 per cent without any increased cost to 
him. In other words, the life insurance he had 
been paying for was only about 60 per cent ef- 
ficient. 

A brief description of how an insurance man 
goes about making such a rearrangement may be 
of interest at this point. Given two elements: an 
income for 20 years, and thereafter a smaller in- 
come for life, one begins at the far end of the 
program—the life income—and works backward. 

My first step, then, was to determine how 
much we would have to set aside for the life in- 
come for Mrs. X. This would depend on her age 
20 years after the doctor's death—the older she 
was the greater the income per $1,000. 

For our purpose, I assumed the worst, that the 
doctor might die within a year, so I figured 20 
years ahead and found that Mrs. X would be 
guaranteed about $5 per month per $1,000. 
Therefore, to guarantee $100 a month for her it 
was necessary to set aside $20,000. 

For long range purposes, it is well to remem- 
ber to take the oldest policies, because newer 
policies do not contain such high income guar- 
antees. 

While the proceeds ($20,000), are waiting the 
20 years to start to perform their life income 
function, they will earn interest at a rate guaran- 
teed at 3 per cent. This is $600 a year, or $50 a 
month. 

Therefore, I did not need to get a full $600 a 
month from the doctor’s other policies but rather, 
$600—$50, or $550. The $100,000 remaining was 
just enough to accomplish this—guaranteeing, on 
the average, $5.50 per month per $1,000. 

I drew a diagram as I went along which 
eventually looked like this: 
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$600 a month 
Fund nacessary 
to provide $550 a 
month for 20 years 
$100,000 
$100 a month 
$50 a month 
Life Income—$20,000 
Interest on $20,000 fund necessary 
at 3 per cent (20 years certain) 
20 years 20 years 


It is important to remember that, in figuring 
these programs, begin at the far end—here, the 
life income. Proceed from this to the income for 
a set number of years after death, and from that 
to the cash payments at death, if any. Also, use 
the oldest policies to provide the life income, the 
newest (lower interest) ones for the shorter 
period and cash payments. 

When it has been decided what to do with 
each policy (and how to make payments to the 
secondary beneficiaries—in this case the children 
—should the primary beneficiary predecease the 
insured, or should she die before the proceeds 
are exhausted ), then it is time to notify the com- 
pany of how you want to change each policy 
and instruct them to send a blank for this pur- 


When the blank arrives, if it is properly filled 
out to accomplish the purpose, it is signed by 
the insured and returned to the company, with 
the policy, so that the change of beneficiary pro- 
vision may be properly endorsed upon the policy. 

You may ask: “What if you needed a $20,000 
Life Income Fund, as you did in this case and 
you had no policies totalling $20,000? What if 
the lowest was $30,000 for example?” 

I might have the company split a $30,000 
policy into a $20,000 and $10,000. Yes, even old 
policies can be split—if one has a good reason 
for doing so, as in this case. 

Or I might specify on a $30,000 policy that 
2/3 ($20,000) be handled in one way to pro- 
vide the life income and 1/3 ($10,000) be han- 
dled in another way. Companies prefer, in such 
specifications, that you designate fractions, rather 
than specific amounts. One can never tell abso- 
lutely exactly what the proceeds of a $30,000 
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policy will be at death. A loan unpaid would 
decrease the proceeds due. An accident provision, 
if the insured is killed by accident, would sub- 
stantially increase the proceeds. Also, proceeds 
are frequently increased by a post-mortem divi- 
dend. 

Returning now to the broader aspects of the 
arrangements for Doctor X, is there a thought 
here for some other doctor who may be reading 
this? Is your insurance arranged in the best pos- 
sible way; or the easiest way? Could you profita- 
bly obtain more protection for your wife and 
family without increasing the cost? 

It is true that the various agents who sold the 
doctor this insurance, and profited substantially 
therefrom, should have suggested this arrange- 
ment. They merely sold it the easiest way, took 
their commissions, and went on to the next 
prospect. 

However, it is helpful if the insured can sug- 
gest to his agent that he would like to consider 
for his family some arrangement, other than cash 
in a lump sum. Such a suggestion from a pros- 
pect will doubtless result in quick co-operation, 
on the agent’s part, and may even cause him to 
learn something new about life insurance! 

While Doctor X was very pleased with the 
arrangement, I had increased his protection so 
substantially that he felt no need for any more 
insurance. I did suggest a $5,000 emergency 
policy which he bought largely in appreciation 
of my work, I think. 

This $5,000 was fixed so that his wife could 


- draw up to $1,000 in any one year for unusual 


family expenses: such as a marriage, unexpected 
illness, or something similar. The money not 
drawn will pay interest only (3 per cent guar- 
anteed) until used. 

Incidentally, this $5,000 policy, which I be- 
lieve the doctor bought largely as a favor, has 
just become a claim and will pay about 100 per 
cent profit on what he has paid in! But I’m 
getting ahead of my story. 

The next I heard of Doctor X, after arranging 
his insurance, was the following year, 1940. He 
was recovering from a severe coronary throm- 
bosis. No more insurance would ever be avail- 
able. The next attack would probably be the 
doctor’s last. 

I was careful to see that he permitted none 
of his policies to lapse. Sometimes he stopped 
at my home (we lived in the same suburb), 
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on the very last day of grace to pay a premium. 

Five years after 1939, the doctor's case came 
up according to my regular tickler system, for 
review. I called him up. 

“We ought to look over your program,” I said. 
“Five years have passed and maybe we can better 
this arrangement for your wife now.” 

“T haven’t time,” said the doctor. “Call me 
next month.” 

I did, but was never able to arrange an ap- 
pointment. The doctor had bought a home and 
some acreage in a farther-out suburb during the 
five years. He had borrowed on some of his in- 
surance to finance this purchase. 

“I don’t know how this is going to affect your 
program,” I pointed out. “You'd better give me a 
chance to find out.” 

He would—but later. After all, I felt I'd done 
all I could. Here he was, under sentence of 
death, you might say, and still he wouldn’t act. 

“I'll pay off those loans,” he promised. 

This year the second attack came. The doctor 
lived ten minutes! 

A lawyer, the doctor’s brother-in-law, is help- 
ing the widow settle the estate. 

“That insurance program is the finest thing 
I've ever seen,” the attorney told me. “It was the 
only thing he did to really look ahead. I don’t 
see how you got him to do it. He had no Will. 


And for several days we couldn’t even find his 


insurance policies! Doctor X could have made it 
a lot easier for Mrs. X if he had given more 
thought to his estate. But you did your part.” 

I found that the effect of the substantial loans, 
which the doctor had not begun to pay off, 
would be to reduce the income for the first 
twenty years to a bit over $500 a month. The 
subsequent life income will be down to $75 a 
month instead of $100. But insurance, paid this 
way, will still guarantee at least 40 per cent 
more for Mrs. X and the children than she 
would have received in immediate cash. 

And the twenty-year period is perhaps not too 
long, as the baby of the family, of whom I had 
never heard, is only four years old. This is child 
number nine. 

What lessons can we glean from this true 
case history? 

First of all, the importance of surveying, and 
if necessary rearranging, your insurance as a 
planned program, rather than a hit-and-miss col- 
lection of policies. Such a program, based on care- 
ful analysis of your family’s future needs, is a 
service which any good insurance man can ren- 
der. The second point is that, strangely enough, 
many physicians—who more than any other pro- 
fession should be aware of the uncertainties of 
mortal existence—are frequently the slowest to 
recognize that those uncertainties can apply to 
them. 


“Couldn't | just back 


into it slowly?” 
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THE SUBTLE ART OF STEALING PATIENTS 


BY WILLIAM HYATT GORDON, M.D. 


No REPUTABLE PHYSICIAN steals a fellow practi- 
tioner’s patients. Books and articles dealing with 
medical ethics have pointed out the dangers con- 
nected with this breach of the medical code. 
Professors hurry through their lectures on the 
subject, deeming it unworthy of discussion. Res- 
olutions have been passed discouraging it. Or- 
ganized medicine has outlawed such practice. 
No, no one steals patients. 1r SIMPLY IS NOT 
DONE... BuT . I’m reminded of the pugilist 
who staggered back to his corner after a rough 
round and was informed that he was doing fine. 
His opponent, he was told, hadn’t laid a glove 
on him. “You’d better watch that referee,” he 
retorted. “Somebody in there is beatin’ my brains 
out.” 

Let not the belief creep into the reader's mind 
that the writer condones such poor professional 
taste. Perish the thought! Let it be said at the 
onset of this discussion that he, too, frowns upon 
this will-o’-the-wisp practice which seems ubiqui- 
tous despite the fact no one does it. It might be 
well to mention, however, that if the hunted is 
to survive, he needs to know the course equally 
as well as does the hunter. 

From the ominous term, patient-stealing, one 
might envisage a patient's being jerked bodily 
from one doctor's office by a Jekyll-and-Hyde col- 
league, who drags the victim to his own lair, 
there treating him and charging him at will. It 
has the sound of kidnapping but is far more 
subtle. Patient-stealing could be roughly defined 
as the art of purposefully and personally in- 
fluencing patients away from their own physi- 
cian. It could be classified, as is true in other 
forms of malignancy, according to degree; i.e., 
Grades I to IV. 
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Grade I. In this classification, one finds the 
most benign and, on the whole, the most inno- 
cent type of patient-pilfering. According to the 
dictates of the best rule makers, when a patient 
bids for a physician’s services, the doctor who 
previously cared for the case should be contacted 
and permission granted for another doctor to 
take on the job. Rarely is this carried out. Usu- 
ally patients report to the office of the doctor of 
their choice of the moment, and, unless some 
particular question arises regarding past tests or 
medications, the previous physician is not con- 
tacted. In most offices where time is an impor- 
tant factor, one can readily see how this rule is 
overlooked. Actually, the patient may be a shop- 
per, who makes the rounds. Or he may want 
another opinion regarding his condition without 
divulging the opinion of the previous doctor. Or 


‘perhaps he just wants to change doctors. Under 


such circumstances, no one should be offended, 


but Doctor Number One no doubt will be. 
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Grade II. Into this classification falls the kind 
of patient-stealing that should never under any 
circumstances be tolerated. It might be called 
consultation larceny. An example would be 
when a general practitioner refers a case to a 
specialist for opinion and advice. Instead of re- 
turning the patient with a detailed report to the 
referring doctor, the specialist tells the referred 
case to keep coming back to him. 

Another form of thievery is seen when, shall 
we say, the heart specialist who examined the 
above-mentioned case finds the patient needs 
care in a field other than cardiovascular. Rather 
than send the man and the opinion back to the 
referring doctor, who can no doubt satisfactorily 
carry on, he passes poor patient on to a colleague 
who does the job. As well as breaking a number 
of rules governing good taste, he breaks a trust. 
On the other hand, if the referring doctor says, 
“Here is a patient, give him the works; do for 
him as you see fit,” that is another matter. On 
the whole, clinics examine, diagnose, and treat 
only when requested by the referring physician. 
But some specialists and group associates are do- 
ing themselves and the whole framework of re- 
ferral practice irreparable harm through such sel- 
fish examples of consultation larceny. 

Occasionally the consultant is put on a spot 
by the referred patient, who says, “I want to 
change doctors. May I come to see you?” Under 
those circumstances the consultant should ask 
the patient to return to his former physician 
with the report and acquaint him with his in- 
tentions. 

Grade III. This class of patient-stealing is 


more often performed by the smooth, suave, up- 
town, second-story type of physician. It could be 
called thievery through innuendo. These jobs are 
done by hospital room visitation—“I just hap- 
pened by to see how you are doing” sort of thing. 

For example, Patient Gotit is in the hospital 
under the care of Doctor A. Doctor B sees him 
in the room, drops by and says, “Hello, Mr. 
Gotit. I'm Doctor B. I was just passing and 
thought I'd see how things are going on.” Mr. 
Gotit is glad to see him. 

Doctor B: “What's wrong this time? Cholera, 
you say. That’s too bad, but your garlic shots 
will clear that up without any trouble.” 

Mr. Gotit. “Garlic shots! I ain’t gettin’ no gar- 
lic shots. I ain’t gettin’ nothin’ but pills.” 

Doctor B: “Oh, you're not. Tsk. Tsk Cwith 
head shaking). Hmmm. Well, I hope you make 
it all right. Hmmm. No garlic shots.” And out 
he goes. 

Patient Gotit will lie there and think. He soon 
realizes his big mistake. He figures he must have 
one of the Borgia brothers on the job, and if he 
is to get out of this spell of cholera, he had better 
make some changes and get a smart needle artist 
like Doctor B who knows when to give a garlic 
shot. 

Another second-story-Joe sort of approach is 
observed when Doctor Junior has an operation 
all scheduled and set up. The patient and the 
patient's family are happy with Doctor Junior 
and all is well; well, that is, until Doctor Senior 
happens to drop by. 

Doctor Senior: “I see by the schedule board 
that Doctor Junior is going to remove your 
isthmus of Panama. That’s fine. He’s a fine 
young man. Young—but fine. These men have 
to learn sometime. Until you've taken out 711 
isthmuses you're likely to lose a case now and 
then. I’ve taken out 1,300 and no mortality in 
the past 317. Young but fine is Doctor Junior. 
Well, good luck, old man.” And out he goes, 
oozing benignity like a grease gun. Some time 
later Doctor Junior finds himself on the other 
side of the table in the role of assistant when the 
isthmus makes its appearance as case 1,301. 

There’s nothing more unethical than for one 
doctor to visit another's patient without first gain- 
ing his permission, or unless he is called in for 
consultation. These visits with suggestions are as 
subtle and cunning as is Communistic propa- 
ganda, and often more effective. 
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Grade IV. Grade IV patient-pilfering is the 
most severe type. Fortunately, it seems to be on 
a decline. It’s usually well advanced and incur- 
able. It could be compared to the broad-daylight, 
no-mask, machine gun hold-up of the First Na- 
tional at the corner of Twelfth and Main. Here’s 
how it goes. Patient Hypo Chondriac comes in 
with a case of self-limiting, nonfatal hara-kiri, 
for which there is no effective treatment and for 
which his own doctor has prescribed adequately. 
Because it hasn’t cleared up in two days, H. C. 
feels he must come to see Dr. J. Spanish Bull, 
who admits to all that “Bull is the medical gift 
of the century.” 

After Bull examines H. Chondriac he jumps 
back and in a sepulchral voice says, “How long 
have you had this? Two days! Hmmm. Maybe 
it isn’t too late. Nurse . . . quick . . . my 9-in-] 
shot.” The 9-in-1 shot is given. Doctor Bull takes 
the pulse and sits down mopping his brow and 
muttering to himself, “Just in time. Another 20 
minutes and he’d have been as dead as a mack- 
erel.” 


Hypo and his entire family talk for the next 
10 years about his narrow escape and how for- 
tunate for the entire family that they'd been in 
the capable hands of a medical virtuoso like Bull 
for that same 10 years. 

No. No-one steals patients. SIMPLY ISN'T 
pone. But I’m reminded of the pugilist . . . 


Cost Government ban Be Seduced 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

When the federal forest service and the bureau of land management squabbled over managing 
national forest and grazing lands, they divided large acreages in Oregon by one agency managing 
the even-numbered sections, the other the odd-numbered. Each maintains a separate tax-eating 


organization overlapping the other. 
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ANOTHER MOSBY BOOK! 


Principles and Practice of 


SURGERY 


CORRELATING THE BASIC SCIENCES WITH THE 
FUNDAMENTAL PRINCIPLES OF SURGERY 


The strongest structure on which to build a suc- 
cessful practice in clinical surgery is sound know]- 
edge of the basic sciences. The surgeon’s skill de- 
pends upon his background in embryology—ana- 
tomy and physiology—biochemistry and pathology. 


Clinical surgery—etiology, diagnosis, symptoms 
and signs, prognosis and treatment—even to the 
minutest detail of technique—constantly tests the 
foundation on which he has built. 


Going one step farther—there is no period in a 
surgeon's work when -he cannot use help in corre- 
lating the basic sciences with the job of treating 
patients—nor is there any time when the job of 
treating patients is not easier for his understand- 
ing of their inter-relation. 


Dr. Berman’s new PRINCIPLES AND PRAC- 
TICE OF SURGERY is the answer to those sur- 
geons who have asked for help in tying in clinical 
surgery with essential background knowledge. 


The body of the book carries the “conquered 
ground” of surgical diseases and all of the cor- 
related facts. The physiology—the unconquered 
experimental fields from which the ultimate truth 
will emerge—is also covered. 


The basic principles are so thoroughly covered 
in this book that it will be useful to anyone in 
any branch of surgery. They form the broad foun- 
dation upon which any superstructure may be 
built. Naturally, it cannot be described as a mono- 
graph on every surgical specialty for that is not 
its purpose. But there is a great deal of space 
given to technique and more ¢reatment than one 
expects to find in a book of this type. 


1378 Pages 429 Illustrations 


Price, $15.00 


By JACOB K. BERMAN, A.B., M.D., F.A.C.S. 
Associate Professor of Surgery, Indiana University School of Medicine; As- 
sociate Professor of Oral Surgery, Indiana University School of Dentistry; 
Chief Consultant in Surgery, Billing’s Veterans Administration Hospital, 
Fort Benjamin Harrison, Indiana; Director of Surgical Education and Surgical 
Research, Indianapolis General Hospital. 


The C. V. Mosby Company 
3207 Washington Bivd. 
St. Louis 3, Missouri 


[(_] Enclosed find check. 


Name. 


Please send me Berman’s Principles and Practice of SURGERY—The price is $15.00 
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The Practitioners Bookshelf 


Doctors Courageous. By Edward H. Hume, M.D. Pp. 
297. Price, $3.50. Harper and Bros., New York, 
1950. 


This book is an outgrowth of a study under- 
taken at the request of the Christian Medical 
Council for Overseas Work, a committee of the 
Foreign Missions Conference of North America. 
It was designed to reveal something of the last- 
ing social significance of the impact made on 
Africa and Asia by Christian doctors and nurses. 
Doctor Hume is well fitted to tell these stories 
because he was born in a missionary’s home, and 
later he was head of the Yale School of Medi- 
cine in China for a number of years. He tells 
scores of stories, some briefly and others more 
fully. 

The book starts out with the story of the 
development of scientific medicine in Africa. 
There is a stimulating and revealing story of the 
great Dr. David Livingstone. There is also an 
interesting picture of Dr. Albert Schweitzer, 
who is not only a great medical missionary, but 
a great theologist and one of the world’s finest 
organists. 

Part 2 is on Indian Pakistan and the changes 
that foreign physicians are gradually making in 
the customs of the people. 

There is a story of a hospital in the South of 
India run by Doctor Somervell. He is an unusu- 
ally versatile man, a great mountaineer who 
reached the 28,000 foot level on Mount Everest, 
a painter of pictures, a fine musician who has 
transcribed Tibetan. songs, and a good surgeon. 
He once remarked that the most important in- 
fluence his hospital exerts on the people comes 
from the lives lived by the members of the staff. 
The important thing is their type of gracious, 
loving, ministering living. As the people there 
see the doctors and nurses working to help any- 
one regardless of caste or creed, they see what 
Christianity is. Gradually, the great social bar- 
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riers of caste which have done so much to hin- 
der progress in India are crumbling. 

Doctor Hume tells much about a fine woman 
physician in India, Dr. Ida Scudder. As a young 
woman she was so impressed with the tremen- 
dous medical needs of sequestered women in 
India that she took up medicine and became a 
missionary. In India, many men would much 
prefer that their wife die rather than that she be 
seen by a man. 

Part 3 is on the impact of modern medicine 
on the Near and the Middle East. As Hume 
points out, it is very hard to break down the 
tremendous prejudices of the Moslems, but 
changes are taking place in the attitudes of peo- 
ple even in Arabia. The last few chapters of the 
book are on the new medicine as it affects China. 

This is a book of which physicians can be very 
proud. Doctor Hume is a delightful person and 
a fine writer, and so this is one of the books 
the physician will want to have by the side of 
his bed for reading at the end of the day. 


Problems of Collegiate Success or Failure With Par- 
ticular Reference to Professional Schools of Medi- 
cine. By Archer W. Hurd. Pp. 124, paper bound. 
Price, $2.00. Medical College of Virginia, Richmond. 


Some of the many doctors who have sons in 
medical school may be interested in this little 
book which deals with the problems of medical 
students, and especially the problems that prove 
a bit too much for the student. 


Breast Deformities and Their Repair. By Jacques W. 
Maliniac, M.D. Pp. 193. Price, $10.00. Grune & 
Stratton, Inc., New York, 1950. 


As everyone knows, many women suffer great 
discomfort and considerable humiliation because 
of the great size and weight of their breasts. 
Sometimes an otherwise attractive woman has 
big, heavy breasts that hang down over her abdo- 


HARRISON 


Principles 
Internal 
Medicine 


tien are typical of the comments being 
received daily from medical instructors, 
students, specialists, and general practi- 
tioners about this new textbook of internal 
medicine—the first in more than 10 years. 

Written by a distinguished staff of five 
editors and 48 contributing authors, it is a 
modern textbook of medicine. It presents the 
important scientific principles necessary for 
a rational understanding of the develop- 
ment, evolution, and management of internal 

diseases. 

V CHECK THESE FEATURES By emphasizing a and symptoms of 

@ divided into seven sections . . . includes manifestations | disease and a y integrating the pre- 


pf disease quch as pains weakness, indigestion: physio- clinical sciences—physiology, bio-chemistry, 


logic conditions resp for the P 
orders of the body according to their cause. and pathology—with clinical medicine, it 


@ every section checked for accuracy and readability b i ini i 
all ‘tranks’’ of the medical school: student, Gadanenn, succeeds m combining knowledge with 


professor and investigator. greater understanding. 
© authors represent many of the major medical schools Never before has one book accomplished 
<=. See engaged in the advancement of medical this task. Only when you see, read and use 


@ includes more information on radiation injury, metab- this text can you appreciate its true value. 
olism—ACTH—Cortisone, anemia— Vitamin etc.than 
is found in any other internal medicine text. 


245 Illustrations; 1,590 Pages—$12.00 
SEND FOR YOUR COPY TODAY! 


Mi), THE BLAKISTON COMPANY, 1012 Walnut Street, Phila. 5, Pa. 

The Blakiston = Sen Please send me a copy of Harrison’s “Principles of Internal 

Medicine.”’ My check is enclosed [(]; charge my account [_]. It is 

understood that you will credit my account for the book if I wish 
Company 


to return it within 10 days. 
(1012 Walnut Street. 
Philadelphia 5, Pa. 
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men. The weight distresses her; if she stumbles, 
it may cause her to fall heavily; moulds grow 
under the breasts, particularly in warm weather, 
and the psychologic effect of the deformity may 
be bad. 

Under these circumstances many women wish 
that they could have something done to reduce 
the size of the breast. For fear of getting reten- 
tion of secretion in the glands, or for fear of 
predisposing the woman to cancer, surgery is 
often not advised. On the other hand, if any- 
thing at all is done, some surgeons insist on re- 
moving the whole breast. But this isn’t entirely 
satisfactory. 

It would seem as if surgeons throughout the 
country ought to recognize the problem and do 
enough research to find a truly satisfactory oper- 
ation which, while cutting down on the size of 
the breast, preserves the nipple and the areola. It 
must be remembered that for many women, the 
nipple has much sexual significance. 

Because of the amount of study Maliniac has 
carried out, we welcome this book. In it he 
shows in detail the several types of operations 
which have been devised, and he gives the argu- 
ments for and against the different techniques. 
As he says, transplantation of the nipple by itself 
destroys the normal erotic sensibility, and in 
fact takes away all sensation. With a proper 
transposition of the nipple, conserving the total 
anatomic structure, normal or near normal sensi- 
bility usually recurs after operation. It has been 
found to recur in from 70 to 80 per cent of the 
cases. Maliniac describes how some men have 
gone so far as to make a nipple out of the labium 
minus pudendi! 

There is quite a bit of information on the 
giving of estrogens to cause small breasts to en- 
large, and there is a good deal on the large 
breasts of men. Sometimes in women one breast 
is much larger than the other. 

It is to be hoped that many surgeons will read 
this book with care and that some of them will 
start helping the unfortunate women who now 
suffer because of enormous breasts. 


The Normal Sex Interests of Children. From Infancy 
to Childhood. By Frances B. Strain. Pp. 210. Price, 
$2.75. Appleton-Century-Crofts, New York, 1948. 


This is a nicely written book on the normal 
sexual interests of children. It would be very 
helpful to many parents who now get too excited 
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when a child shows curiosity about sex and how 
he and his little sister are made. So many people 
do not realize that such curiosity is normal, and 
should not call for any scolding or punishment 
or even comment. 


Care of the Surgical Patient. By Jacob Fine, M.D. 
Pp. 544. W. B. Saunders Company, Philadelphia, 
1949. 


This is an excellent book with the sort of slant 
that many surgeons want. So much of success 
in surgery is due to good care of the patient be- 
fore and after operation. Doctor Fine is an able 
man who knows physiology and how to restore 
body chemistry to normal when things go wrong. 


The Genealogy of Gynaecology. A History of the De- 
velopment of Gynaecology Throughout the Ages 
from 2000 B.C. to 1800 A.D. By James V. Ricci. 
Pp. 494. Price, $8.50. 2nd Ed. The Blakiston Com- 
pany, Philadelphia. 


For all doctors who are interested in the his- 
tory of medicine, this will be an attractive vol- 
ume. It tells much of the contributions to gyne- 
cology by men in ancient civilizations. 


Cancer. New Light on Its Causes, Detection, Treat- 
ments, Cures and the Brilliant Promise of Today's 
Research. By Beka Doherty. Pp. 327. Price, $3.00. 
Random House, New York, 1949. 


This is a book that physicians could recom- 
mend to patients who want to learn all they can 
about cancer. The author is not a physician, but 
she received a great deal of help from experts in 
the several fields of cancer research. 

At the end of the book she lists the approved 
cancer hospitals, clinics, and detection centers, 
as well as the states that help with diagnosis, 
and organizations interested in cancer control. 


Adrenal Cortex. Transactions of the First Conference 
November 21-22, 1949. Edited by Elaine P. Ralli. 
Sponsored by Josiah Macy, Jr. Foundation. Pp. 189. 
Price, $2.00. Published by Josiah Macy, Jr. Founda- 
tion, New York, 1950. 


Anyone who wishes to learn more about 
ACTH and Cortisone will want to have this 
book. The Macy Foundation invited a group of 
men, among them A. C. Kendall, C. N. H. 
Long, Robert F. Loeb, Gregory Pincus, E. Gell- 
horn, and Hans Selye for an informal exchange 
of information and opinion. The book is a run- 
ning transcript of the discussions. 


A NEW |NELSON| MEDICAL BOOK 


THERAPEUTICS 
IN 


INTERNAL MEDICINE 


Franklin A. Kyser, M.D., F.A.C.P. 
Editor 
Associate in Medicine 
Northwestern University Medical School 


with 
82 distinguished contributors 


TREATMENT... TREATMENT... TREATMENT! 


THERAPEUTICS IN INTERNAL MEDICINE is a book devoted to one subject 
. .. treatment. 268 articles written by 82 of the country’s most distinguished medical 
men consider and discuss the treatment of every disease you will be likely to en- 
counter in the practice of medicine. 


THERAPEUTICS IN INTERNAL MEDICINE is not a resumé of current litera- 
ture. It is a brand new book .. . in concept and scope unlike any other medical book 
now published. By the use of editor’s notes each article was brought up to date until 
the moment the manuscript went to press. 


THERAPEUTICS IN INTERNAL MEDICINE is an encyclopedia of medical 
treatment—stressing and restressing the big three of medicine—what to do .. . how to 
do it ... when to do it. It is designed specifically for the man in general practice. 


THERAPEUTICS IN INTERNAL MEDICINE is a book that will proudly take 
its place among the great classics of medical literature. 


TABLE OF CONTENTS 

The Infectious Diseases. Diseases of the Blood-Forming 17 Chapters 
Parasitic Diseases. Organs. 
The Diseases of Metabolism. Diseases of the Urinary Tract. 21 Sections 
Diseases of the Glands of Internal Diseases of the Locomotor System. 

Secretion. Diseases Due to Allergy. 
Deficiency Diseases. The Role of ACTH and Cortisone in 268 Articles 
Diseases of the Digestive Tract. Present Day Therapy. 
Diseases of the Respiratory Tract. Diseases Due fo Physical Agents. 
Diseases of the Cardiovascular Diseases Due to Intoxications. $12 00 

System. Diseases of the Nervous System. ” 

Diseases of the Skin. 


"ORDER THROUGH YOUR BOOKSTORE OR USE THIS COUPON 


THOMAS NELSON & SONS GP 10-50 
385 Madison Ave., N. Y. 17 


(Please send me Kyser’s THERAPEUTICS IN INTERNAL MEDICINE. Price $12.00 


Check Enclosed Send Invoice 
NAME_ 
ADDRESS__ 
CITY. ZONE__ STATE__ 


e Priced slightly higher outside the U. S. A. 
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The Common Infectious Diseases. A Handbook for 
Students and Postgraduates. By H. Stanley Banks, 
M.D. Price, $4.50. The Williams and Wilkins Co., 
Philadelphia, 1949. 


Only the common infectious diseases are dis- 
cussed. There is an excellent appendix on elec- 
trocardiography and diphtheria by L. J. M. 
Laurent. A few technical procedures, such as 
lumbar puncture, blood cultures, and transfu- 
sions, are described. The book is founded on an 
extensive personal experience, and hence will be 
of interest to many physicians. It is attractively 
written and the information is authoritative. It 
is doubtful if a medical student or a practitioner 
could find a better book on the common infec- 
tions. —Georce Biumer, M.D. 


Malaria—The Biography of a Killer. By Leon J. War- 
shaw, M.D. Pp. 348. Price, $3.75. Rinehart & Co., 
Inc., New York, 1949. 


This volume will be of interest mainly to stu- 
dents of medical history. For a long time it was 
the author's hobby to read the history of malaria. 
He succeeded in gathering a large amount of in- 
teresting and entertaining information. 


Review of Chemotherapy, Leukemia and Leukosar- 
coma. A reprint of an Exhibit Presented at the 
American Medical Association Convention at At- 
lantic City in June, 1949. By William Dameshek, 
M.D., Marvin L. Bloom, M.D., Louis Weifuss, 
M.D., Milton H. Freedman, M.D., and Miguel 
Layrisse, M.D. Pp. 54. Price, $4.75. Grune and Strat- 
ton, New York, 1949. 


This booklet teaches mainly by pictures and 
graphs with a little text. Some.of the illustrations 
are in color. It will be of value to all who are in- 
terested in the problems of leukemia and leu- 
kosarcoma, and also to those who plan to have 
an exhibit for some medical meeting. It is a good 
study in methodology. 


Mental Illness: A Guide for the Family. By Edith M. 
Stern with the collaboration of Samuel W. Hamil- 
ton, M.D. Pp. 134. Price, $1.00. The Common- 
wealth Fund, New York, 1942. 


This book is very properly dedicated to the 
thousands of anxious men and women who have 
mentally ill relatives, in the hope that in it they 
will find some comfort and practical guidance. 

Because of this great need on the part of the 
public for knowing what to do when tragedy 
comes, the Commonwealth Fund financed the 
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writing of this excellent little book. It really 
ought to be on the shelf of every general prac- 
titioner. It discusses pertinent subjects such as: 
Why hospitalize? Should the patient go to a 
private or public hospital? How is the patient 
to be admitted? How is he to be gotten to the 
hospital? Should he be shanghaied or should he 
be talked into going? Should matters be ex- 
plained to him, or should his permission be ob- 
tained first? Then come the questions of how 
the family should behave when talking to the 
patient, how they should behave as they leave 
him at the hospital, and how they should behave 
during the next few months while he is in the 
hospital and perhaps disoriented. Should they 
write and should they visit, and how should they 
behave when they see him? How should they 
behave when he comes home? 

There is much on what life is like in a mental 
hospital. This will help relatives to understand 
and not to be frightened. There are chapters on 
what treatments are likely to be carried out. 

At the end there are several good appendices 
telling, for instance, what states provide for vol- 
untary admission or for admission for a short 
time without a court order. Some states have 
social workers who can be helpful. One appen- 
dix gives the addresses of a number of the offices 
of the Society for Mental Hygiene. These people 
will help relatives in their time of need. 


New and Non-Official Remedies. Issued under the di- 
rection and supervision of The Council of Pharmacy 
and Chemistry, American Medical Association. Pp. 
800. Price, $3.00. J. B. Lippincott Company, Phil- 
adelphia, 1950. 


This volume is one of the most useful that a 
physician can own. Now that new remedies are 
coming from the drug houses faster than ever, 
every wide-awake physician wants to know what 
is going on. If he wants to keep up to date, he 
would do well to have this volume within reach 


of his desk. 


Fundamentals of Psychiatry. By Edward A. Strecker. 
4th Ed. Pp. 325. Price, $4.00. J. B. Lippincott Com- 
pany, Philadelphia, 1947. 


This is a valuable book for general practi- 
tioners because it is written in understandable 
language. Strecker also is able to write about the 


diseases which occur in the borderland between 
internal medicine and psychiatry. 


~ Donnatal—one of the most widely employed 


ELIXIR 


DONNATAL 


so effective... 


..» NATURAL 


BELLADONNA ALKALOIDS 


| SO sate?... BALANCED WITH 


| LABORATORY PRECISION 


spasmolytics today—derives its ever-increasing 


professional popularity from its dependable ¥ 
efficacy and its safety...demonstrated by & 
controlled investigative studies,”**** and by 
gratifying clinical results in daily practice. ss 
The secret of its success lies in its employment i 


of only natural belladonna alkaloids,“ 


in precisely and optimally balanced ratios— 
together with a small content of phenobarbital, 
for relief of the psychogenic factor by central 


Tablets or Capsules: 

Bes 9 to 2, three or more times daily (up to 9 
de: tablets or ate may be given within 

_ 24 hours without toxic effects). 


Elixir: infants: 42 teaspoonful 2 or 3 times 
_ daily, as necessary. Children: 1 teaspoonful, 
- Zor 3 times daily, as needed. 

Adults: 1 or 2 teaspoonfuls, 3 or 4 times daily. 


= references” 1. Goodman, L. and Gilman, A: 


Pharmacologic Basis of Therapeutics, The 
Macmillan Co., New York, 1941. 2. Kilstein, R. I.: Rev. 
Gastroenterol., 14:171, 1947. 3. Lee, L. W.: Nebraska 
State Med. J., 34:59, 1949. 4. Morrissey, J. H.: 

J, Urol., 57:635, 1947. 5. Ricci, J. V.: Contributions 
from Dept. of Gynecology, City Hospital, New York, 
1946, New York Medical College, New York, 1947. 
6, Stephens, G. K.: J. Oklahoma St. Med. Assoc., 
42:246, 1949. 


and peripheral nervous sedation. 


A. H. ROBINS CO., INC, > RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


‘indications Hypertonicity, hypermotility 


and spasm of smooth muscle of the gastrointestinal, 
biliary and genito-urinary tracts. Donnatal is 
often effective in angina pectoris, hypertension, 
hyperacidity, parkinsonism and motion sickness. 


For safe, dependable spasmolysis 
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1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


San Francisco Civic Auditorium, March 19-22, 1951 


LOCAL ARRANGEMENTS COMMITTEE STARTS ASSEMBLY PLANS 


Mucu of the smooth functioning of any na- 
tional convention is the result of the hard 
behind-the-scenes labors of a group of local com- 
mittees. These unsung heroes deserve more than 
a passing bow, for their familiarity with “home 
town” facilities and their willingness to devote 
long hours to arranging every minute detail lift 
a tremendous load from the shoulders of national 
officers and committee members, and the head- 
quarters office. 

The preliminary plans for the San Francisco 
Scientific Assembly are an outstanding example 
of the smooth functioning of a group of local 
members. Under the guidance of Ivan C. Heron, 
Chairman, and Francis T. Hodges, Vice-Chair- 
man of the Local Arrangements Committee, the 
various sub-committee rosters have been filled 
and the members have already swung into action. 


Registration. This initial step in every regis- 
trant’s participation in the convention will begin 
at 8:00 Monday morning, March 19. To ac- 
commodate the crowds of attending physicians 
without the annoyance of long waiting lines, a 
special Registration Hall is to be erected across 
the front of the Civic Auditorium. The Regis- 
tration Committee with Dr. Henry L. Gardner 
as Chairman includes Drs. Phillis Bourne, 
George F. Adams, Theodore H. Paoli, Susan 
Carroll Jones, John A. Driscoll, Alexander F. 
Fraser, Joseph Auerback, William R. Vizzard, 
Otto B. Schwalb, Robert M. Laddon, and Gerolis 
S. Cash. 


_ Scientific Exhibits. This 1951 Assembly marks 


the first time in medical meeting history that 
scientific exhibits will be integrated with the 
lecture program. Approximately half of the ex- 


Downtown San Francisco showing city’s waterfront. Golden Gate bridge in background. 
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the least 
toxic 
sulfonamide 
studied™ 


Yes, SULFACETAMIDE ... the least toxic sulfona- 
mide reported in Lehr's clinical studies ...is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 


1 The established antibacterial power of three sulfas. 
2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 


tablets. 
Pleasant tasting « 
SULFACETAMIDE 
SULFAMERAZINE 

y 
Each teaspoonful or tablet contains 0.5 Gm. (7% 
grs.) of the rapidly soluble sulfonamides 1:1:1 (Merrell) 
Psee lehr, D: Federation Proc. 8:315 (1949) CINCINNATI © U.S.A. “PANSULFA” trade-mark 
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hibits will directly tie in with or will supplement 
papers read during the teaching periods. For the 
careful selection and the manner in which these 
new “teaching aids” will be readily accessible, 
you can thank Co-Chairmen Antonio J. Franzi 
and Dean E. Hart, with their committee mem- 
bers: Drs. Barton E. Briggs, Leonard Hans Lar- 
sen, William George Burkhard, Samuel R. Sher- 
man, Merlin L. Newkirk, Joseph W. Telford, 
T. Eric Reynolds, A. Bradford Carson, John B. 
Long, and Ray H. Kistler. 


Technical Exhibits. The technical exhibits to 
be presented at the Assembly will play an im- 
portant part in the educational program. They 
are designed to be of functional use in dispensing 
knowledge. Serving in a liaison capacity between 
these exhibitors and the guests at the meeting 
is a committee composed of Drs. Eldor Christian 
Sailer, chairman, Logan Gray, Paul S. Wyne, P. 
Paul Wienholz, Francis Joseph Charlton, and 
Harry M. Elder. 


Hotel. Next to actually attending the sessions, 
probably the most important point to any doctor 
attending a convention is assurance of a place 
to sleep. San Francisco is blessed with many 
good hotels and the Hotel Committee is already 
setting up machinery to assure each visitor, as 
nearly as possible, the accommodation of his 
choice. Dr. Donald McLean Campbell is in charge 
of this important function, with the assistance 
of Drs. Emil B. Leland, John James Firpo, Ben- 
jamin Joseph Hagen, Edward William Minas- 
sian, Beverly Simpson, and George Hugh 


Cameron. 


Hospitality. Arranging for the comfort of 
speakers and prominent guests is a responsibility 
of the Hospitality Committee. They also promise 
that every visitor to the Assembly will have an 
opportunity to enjoy his full share of San Fran- 
cisco’s famed hospitality and friendship. Dr. 
Reuben H. Zumwalt, as Chairman of this genial 
group, will be supported by Drs. Emilio D. 
Lastreto, Crane Gardenier, Lloyd L. Penn, 
Clyde D. Horner, S. Barre Paul, Nicholas 
David Bonfilio, and Robert L. Groves. 


Banquet. The high point of the Assembly's 


social program, the banquet, will be held at the 
Palace Hotel on Wednesday evening, March 21. 
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Although the name of the banquet speaker has 
not yet been announced, the committee has given 
assurance of the presence of an outstanding 
national figure. Arrangements for this festive 
occasion are in the hands of Dr. Lawrence R. 
Custer, Chairman, with the assistance of Drs. 
Marius A. Francoz, A. A. Maximova Kulaev, 
Joseph Visalli, Paul Castelhun, Emile David 
Torre, Hans Klussman, Guy Daniel Schoon- 


maker, and Wesley E. Scott. 


State Officers’ Luncheon. Arrangements for 
this annual event, when the men who keep the 
wheels rolling in the Academy's forty-eight 
chapters sit down to compare notes, is in the 
hands of Dr. Francis T. Hodges, Chairman, and 
Dr. Norman R. Booher, Secretary. 


Ladies’ Entertainment. There will be a 
brunch for all visiting ladies on Tuesday, where 
they will hear a thought-provoking talk by Dr. 
Evelyn Millis Duvall, of the National Council 
on Family Relations. Mrs. Grant Ellis, Chairman 
of the Ladies’ Entertainment Committee, has 
promised other equally delightful events for the 
distaff guests throughout the Assembly. These 


will be announced in subsequent issues of GP. 


Advisory. In building the framework of any 
plan as complex as a national Assembly, there 
is frequent opportunity for suggestions, advice, 
and assistance by a co-ordinating group who have 
had previous experience with the many problems 


involved. Such is the Advisory Committee, 


drawn from all sections of the State of Cali- 
fornia. It includes: Drs. Henry L. Gardner, San 
Francisco; James Edmund Reeves, San Diego; 
John Gregory Walsh, Sacramento; Lorus C. 
Burwell, Los Angeles; Frederic Ewens, Manhat- 
tan Beach; Robert Stanley Kneeshaw, San Jose; 
Dwight Harrison Murray, Napa; Carroll B. 
Andrews, Sonoma; Robert Brower Cragin, San 
Jose; James J. Heffernan, Stockton; Dave F. 
Dozier, Sacramento; and Charles A. Preuss, 
Santa Barbara. 


So next March, while you are enjoying your 
stay in San Francisco, please remember that 
much of the credit for the smooth running of 
the Assembly will be due to the sincere, hard- 
working group of California physicians who 
make up the Local Arrangements Committee. 
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Intermediate duration of action plus 
an adequate margin of safety has directed the action of 
leading cardiologists to the glycosidal extract of Digitalis purpurea— 


GITALIGIN 


(ji-tal-i-jin) 
GITALIN (AMORPHOUS) 
CARDIOACTIVE GLYCOSIDE OF DIGITALIS PURPUREA 


The action and therapeutic scope of this preparation have been carefully studied by 
Batterman and co-workers, who describe Gitaligin as a “. .. digitalis preparation of 
choice for the usual treatment of the patient with congestive heart failure.”** 
Gitaligin is notable for uniformity in clinical potency and predictability of dosage 
(expressed in weight, not units). Investigational evidence indicates that Gitaligin is 
practically completely absorbed from the bowel. 
Approximate Maintenance Dosage Equivalents—Ambulatory patients, 0.5 mg. Gitaligin approximates 
0.1 Gm. digitalis leaf; 0.1 mg. digitoxin; 0.5 mg. digoxin; 1.0 mg. Lanatoside C. 
Supplied as scored tablets, each tablet providing 0.5 mg. of gitalin (amorphous) in 
bottles of 30 and 100. 
*Gitaligin” Brand of gitalin (amorphous) is a trademark of White Laboratories, Inc. 


' corti **Batterman, A. C., and co-workers : Studies with Gitalin (amorphous) for Treatment of Patients with Congestive 
oma Heart Failure, Federation Proc. 9:256-257 (March), 1950. 


Trial supply and literature on request 
WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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1951 Scientific Assembly Program 


Stanley R. Truman, M.D. 


Hour | Monday—March 19 Tuesday—March 20 | Wednesday—March 21| Thursday—March 22 
9:00 Therapeutic Nuggets 
7 Highlights of Prenatal Highlights of Francis L Chamberlain, M.D, 

and Postnatal Care Pediatric Practice Windsor Laing 
Russell R. de Alvarez, M.D. | Charles F. McKhann, M.D. | Grant 

10:00 Albert Snell, M.D. 

REGISTRATION 
_ AND RECESS TO VISIT 

=m OPENING OF SCIENTIFIC SCIENTIFIC AND TECHNICAL EXHIBITS 

11:00 AND TECHNICAL EXHIBITS 

11:30 Robert Wartenberg, M.D. 
Our Geriatric Patients a 
Richard A. Kern, M.D. 
Essential Laboratory Mims Gage, M.D. 
11:30 Procedures 
12:00 = Jesse L. Carr, M.D. 
1:00 Call to Order RECESS FOR LUNCH — 12:00-1:30 
1:30 Welcomes 
Marriage and Medical Practice ina | Personality Growth and 
1:30 Family Relations Changing World Development 
2:00 Paul Popenoe, Sc.D. R. B. Robins, M.D. ©. Spurgeon English, M.D. 
Sexual Aspects of Emotional F nd 
William C. Menninger, M.D, | Walter C. Alvarez, MD. 
2:30 | New Ways of Discipline The Injured Hand Therapy in 
Functional Disorders 
3:00 Dorothy W. Baruch, Ph.D. L. D. Howard, Jr., M.D. George T. Harding, M.D. 
3:00 
3:30 
RECESS FTO 
3.30 SCIENTIFIC AND TECHNICAL EXHIBITS 
4:00 
ase PANEL PANEL 
4:30 Counseling Factors Obesity and Thinness Functional Disorders 
in Clifford Gastineau, M.D. in 
Family Life Medica! Practice 
George T. Harding, M.D., Walter C. Alvarez, M.D., 
4:30 Moderator Moderator 
5:00 Dorothy W. Baruch, Ph.D. Ralph Bowen, M.D. 
Evelyn Millis Duvall, Ph.D. Common George T. Harding, M.D. 
Nadina R. Kavinoky, M.D. Rheumatic Disorders Richard A. Kern, M.D. 
5.00 William C. Menninger, M.D.| Richard H. Freyberg, M.D. | Charles F. McKhann, M.D. 
530 Paul Popenoe, Sc.D. Stewart Wolf, Jr., M.D. 
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Hotel Reservations at San Francisco 


AMERICAN ACADEMY OF GENERAL PRACTICE 


March 19-22, 1951 


A HOUSING BUREAU has been organized for the convention of the AMERICAN ACADEMY OF GEN- 
ERAL PRACTICE, March 19-22, 1951, in San Francisco. Since all requests for rooms are handled in chronological 
order, it is recommended that you send in your application IMMEDIATELY. 

In making hotel reservations, please use the blank below. In writing for reservations indicate your first, second 
and third choice hotel. 

A very limited number of rooms are available at the Headquarters Hotel. Therefore, it is impossible to accom- 
modate other than national officers, two delegates from each state chapter and distinguished guests at the Palace 
Hotel. Officers of state chapters and others will be required to make individual requests which will be handled in 
the regular chronological order. 

All requests must be accompanied by a deposit check of $5.00 per person or $10.00 per room, made out to the 
AAGP HOUSING BUREAU. The deposit holds the room on your arrival day, regardless of the hour, and will be 
credited to your account. Please DO NOT SEND U. S. Postal Notes. 

All reservations must be cleared through this HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPARTURE, and list the names and addresses of ALL persons who 
will occupy the rooms requested, and the type of accommodation desired. 


ALL RESERVATIONS WILL BE CONFIRMED IF RE- 
QUEST IS RECEIVED NOT LATER THAN MARCH 5th. 


| MAIL TO: Single rooms are very scarce. 
Please indicate if you would be 

| AAGP HOUSING BUREAU wil.ing to share a twin-bedded 
room with another member. 

First Choice. HOTEL ARRIVAL: MARCH............ P.M. 

MAI 

Second Choice HOTEL DEPARTURE: MARCH............ P.M. 

| Thi Choi 

THIS hird oice. HOTEL 

| | NAMES OF OCCUPANTS ADDRESS 

| 
is enclosed to bind this reservation. 

| Please Enclose a Stamped, Self-Addressed Envelope 


‘ 
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Street plan of San Francisco, showing location of Housing Bureau hotels. 
HOTEL RATES IN SAN FRANCISCO 
Single Double Twin Single Double Twin 
Hotel and Address Bedrooms Bedrooms Bedrooms Hotel and Address Bedrooms Bedrooms Bedrooms 
1 Alexander Hamilton, 620 O’Farrell...$6.00-10.00 $7.00-12.00 $7.50-12.00* | 27 Manx, 225 Powell $3.50- 4.00 $4.50- 5.00 $6.50 * 
2 Bellevue, Geary & Taylor... 5.00- 6.00 7.00- 8.00 ~7.00- 8.00* 28 Mark Hopkins, 999 Calif... 8.00-11.00 11.00-14.00 11.00-16.00* 
3 Beverly Plaza, 342 Grant... mee 4,00- 5.00 6.00- 7.00 6.50- 7.00* | 30 New Dalt, 34 Turk. 3.00 3.50 4.00 
57 Biltmore, 735 Taylor........... 5.00 6.00 31 Olympic, 230 Eddy 3.50- 6.00 4.50- 7.00 6.00- 7.00* 
5 Cadillac, 380 Eddy 3.50- 4.50 4.50- 5.50 32 Oxford, Market & Mason... 2.50- 3.00 3.00- 4.00 5.00 
6 Californian, 405 Taylor... 5.00- 6.00 7.00- 8.00 8.00- 9.00* 33 Palace—No rooms available. Reserved for members of the Congress of Delegates. 
7 Canterbury, 750 Sutter. 5.00- 6.00 7.00- 8.00* | 63 Palomar, 364 O'Farrell 4.00- 6.00 4.50- 6.00 
8 Carlton, 1075 Sutter. 5.00- 5.50 5.00- 6.00* 34 Pickwick, 5th & Mission. io 4.50- 6.00 5.50- 7.00* 
9 Cartwright, 524 Sutter... 5.00 6.00 35 Plaza, Post & Stockton. 4.00- 5.00 5.50- 6.50 6.50- 9.00* 
58 Casa Nova, 354 O'Farrell... 3.00- 5.00  3.50- 5.00 36 Powell, 17 Powell 3.00- 4.00 4.00- 6.00 4.50- 6.00 
10 Cecil, 545 Post. 4.50- 5.00 6.00- 7.00* | 37 Richelieu, Van Ness & Geary... 5.00- 6.00 6.00 * 
6.00 7.00 38 Roosevelt, Nd 3.50- 5.00 4.50- 6.00 
8.00-14.00  9.00-15.00* | 39 St. Andrews, 440 Post. — 3.50- 4.00 4.50- 5.00 
59 Commodore, Sutter & Jones... 6.00- 7.50  7.00- 8.50 40 St. Francis, Powell & Geary... 5.00-13.00 7.00-15.00 9.00-15.00* 
14 Court, 555 Bush 3.50- 5.00 4.50- 6.00 41 San Carlos, 811 Geary. 3.50- 4.00 4.00- 5.00 
15 Crest, Ellis & Mason 4.00- 5.00 5.00- 6.00 42 Senate, 467 Turk... 4.00- 5.00 5.00- 6.00 
16 Devonshire, 335 Stockton... 3.50- 5.00 5.00- 6.00* | 43 Senator, 519 Ellis. 3.50- 3.75 4.50- 4.75 
16 Drake Wiltshire, 340 Stockton... 5.50- 7.00 7.50- 9.00* 4.50- 5.00 6.00- 6.50 
17 El Cortez, 550 Geary... 4.50- 7.00 7.00- 9.00 8.00-12.00 9.00-13.00* 
18 Embassy, 610 Polk... 3.00- 4.00 4.00- 5.00 47 Spaulding, 240 OFarrell. 3.00- 4.00 4.00- 5.00 5.00- 6.00 
19 Fairmont, 950 Mason... p 10.00-14.00 10.00-15.00* 48 Stewart, 353 Geary. 3.50- 5.00 5.00- 6.00 6.00- 8.00* 
20 Fielding, Geary & Mason. 4.00- 5.00 4.50- 6.00 5.50- 7.00 49 Stratford, 242 Powell... 3.00- 4.00 3.50- 6.00 4.00- 6.00 
21 Franciscan, 350 Geary... 2.50- 4.00 4.00- 5.00 5.50- 6.00* | 50 Sutter, 191 Sutter. 3.00- 6.00 4.00- 7.00 6.00- 9.00* 
Golden State, 114 Powell. 3.00- 3.50 4.00- 5.00 6.00 51 Terminal, 60 Market... .. 3.00 5.00 6.00 * 
ae 4.00 5.00 * | 64 Travelers, 255 O'Farrell. ‘ 5.00- 6.00 6.00 
60 Harcourt, Sutter & Larkin... 3.00- 3.50 3.50- 4.00 4.50- 5.00 52 Victoria, 598 Bush. 3.00- 3.50 4.50 4.75 
24 Herbert, 161 Powell 3.50 4.00- 5.00 5.00- 6.00* 53 Whitcomb, 1231 Market... «6.00- 7.00 7.00-10.00 8.00-10.00* 
28 Huntington, 1075 Calif... 5.00-12.50 8.00-15.00 8.00-15.00* | 54 William Penn, 160 Eddy... 1.50- 1.75 2.00- 2.25 5.00 
S King George, 334 Mason... - 3.00- 4.00 4.00- 5.00 6.00 55 Y.M.C.A. Hotel, 351 Turk. 1.30- 2.00 2.30- 2.80 (All without 
61 Lafayette, 240 Hyde... 3.50- 4.00 4.00- 5.00 4.50- 5.50 bath) 
26 Lankershim, 55  Fifth.......... _.. 2.50- 3.00 3.50- 4.00 5.00 56 York, 580 Geary. 3.50 3.00- 5.00 4.00- 6.00* 
62 Lombard, Polk & Geary... . 3.00- 4.00 4.50- 6.00 6.00- 7.00* *Parlor suites available. Rates on request. 


If you're planning to attend the AAGP 
convention in San Francisco next 
March, plan a “side trip” to lovely 
Hawaii too! The AAGP Post-Conven- 
tion Hawaii Holiday offers completely 
new experiences for you—and they’re 


only hours away by United 

Fly United to the convention, too— 
for if you have but little time to spare 
you'll appreciate the speed and luxury 
of DC-6 Mainliner 300s that fly coast- 
to-coast. in as little as 10 hours. 


hrs, 


NOW ONLY 


fe 


lords gv sernie 
by Unieds 


New twin-deck Mainliner Stratocruisers, 
custom-built by Boeing for United Air Lines, offer 
features for your comfort and enjoyment 

found in no other Stratocruiser. 


2 The interior is divided into 
six beautifully furnished and 
3 decorated compartments. (1) sep- 


arate compartment of eight seats or 
four berths; (2) dressing rooms; (3.) and 
(4) main cabins with galley between; 
(5) private stateroom, sleeping 
two, seating four; (6) 
lower-deck Hawaiian 


UNITED 


CONGENIAL ATMOSPHERE, There’s true Hawaiian hospitality 

in the lower-deck lounge, reached by a stairway from OFFICES IN 

the main cabin. You make friends onidiy in the spacious, PRINCIPAL CITIES 
club-like surroundings. Pressurized and air-conditioned COAST TO COAST 
throughout, the plane is comfortable at all altitudes. 
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OFF TO HAWAII 


Tue AcaprEMy HEADQUARTERS in Kansas City 
has been buzzing with even more activity than 
usual since the announcement of the 1951 San 
Francisco Assembly and projected trip to Hawaii. 
Inquiries about the Hawaiian holiday have been 
pouring in from general practitioners all over the 
United States who are planning to include this 
wonderful trip on their convention (and vaca- 
tion!) schedule. 

Of special interest to Academy members is the 
scientific meeting and clinical program which 
will be held in the Islands during our visit. Con- 
vention-goers will be pleased to learn that they 
can combine a scientific meeting and the vaca- 
tion of a lifetime in this enjoyable trip. This pro- 
gram has been made possible through the co-op- 
eration of the Honolulu Academy of General 
Practice. 

Mr. Kirkland of the Lee Kirkland Travel Agen- 
cy, our official travel agent, has informed the head- 
quarters office that he has received the room as- 
signments from the Royal Hawaiian Hotel for 
all general practitioners who will participate in 
this trip. It would be wise for those who plan to 
join the Hawaii-bound group to make their res- 
ervations immediately, or as soon as possible; 
these reservations may be made out on the cou- 


pon that has been included in this issue for that 
purpose. (See page 109.) 

With the Royal Hawaiian as headquarters for 
the Academy members, there will be plenty of 
time to enjoy both the atmosphere of this re- 
nowned hotel and the escorted sightseeing trips 
around the Islands. The hotel itself is located 
right in the center of Waikiki Beach; it is only a 
few steps to the water for those who are looking 
forward to the swimming, surf riding, and sun- 
bathing that make a Hawaiian vacation so relax- 
ing. Evenings at the Royal Hawaiian will in- 
clude the cocktail hour on the Lanai outside the 
Surf Room, dancing on Waikiki Terrace, and 
authentic Hawaiian entertainment. 

Abundant sunshine, colorful flowers, the beau- 
tiful terrain, all make Hawaii a paradise for 
camera fans. The temperate March climate will 
lure visitors to the out-of-doors to enjoy the har- 
monic beauty of the Islands. The Polynesian cul- 
ture has left its stamp on Hawaii; the natives 
are friendly and hospitable to visitors, a tradition 
which makes a trip to the Islands a perfect vaca- 
tion. 

Don’t miss this memorable trip; assure your- 
self of a wonderful vacation by sending your 
reservation to the Academy office now. 


“It's all the swimming pool we can afford—Doctor doesn’t specialize.” 
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LOZILLES 


Tyrothricin-Propesin Lozenges 


provide, 
safe 


non-sensitizing 


effective 
.--2 mg. tyrothricin per lozenge 


topical 


...no systemic absorption 


analgesic 


... sustained relief 
antibiotic 


... high salivary concentrations 
of tyrothricin 


White Laboratories, Inc., Pharmaceutical Manafactires, Newark 7, N.J. 
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After the San Francisco Assembly .. . 


A Holiday 


Plan Now a “Never-to-Be-Forgotten” Holiday with Your Fellow Members! 
Communicate with A.A.G.P., Kansas City 


Itinerary Number One, $777. Going via SS 
Return via Unrrep Aim Lings. 


22 Days 
March 23: Leave San Francisco via Southern Pacific’s 
“Lark” en route Los Angeles. 


March 24 and 25: In Los Angeles, with headquarters 
at the renowned Ambassador Hotel. A visit to the movie 
studios, famed Hollywood Bowl, Beverly Hills, 
Farmers’ Market, the Toluca Lake district—and at- 
tendance at a nation-wide CBS broadcast. 


March 26 to 30: Aboard the Matson Line’s luxuri- 
ous SS Lurline, with choice outside cabins. The key- 
note is enjoyment—rest and relax—play and have fun. 
Deck games . . . music . . . dancing . . . swimming . . . 
horse racing . . . bridge . . . bingo . . . excellent cuisine 
—all combine to speed your hours at sea. 


March 31 to April 12: Honolulu and its traditionally 
friendly Hawaiian welcome. Your home—the mag- 
nificent Royal Hawaiian Hotel. With superlative food 
and beautifully appointed accommodations, it is a 
luxurious version of delightful tropical living—a world- 
famous hotel on world-famous Waikiki Beach. Breath- 
taking scenery . . . delightful climate . . . beach and 
surf pastimes . . . evening gaiety climaxed by dancing 
under the stars—all expectations of Hawaii are far 
exceeded! 


April 12: Time has come to reluctantly bid farewell 
to our new friends on this enchanting island and board 
our luxurious United Air Lines twin-decked Strato- 
cruiser for our return to the States. Settled in this 
super air liner, we thrill to its power as we smoothly 
cruise at 300 miles an hour. In addition to a delightful 
full-course luncheon and dinner, refreshments are at 
our command from the service bar in the lounge. We 
land at Los Angeles where our private limousines 
transfer us immediately to the Ambassador Hotel. 


April 13: Limousines transfer us to Los Angeles 
Union Station where private pullmans await our return 
journey . . . taking leave of our fellow travelling com- 
panions, homeward bound from a never-to-be-forgotten 
“Hawaiian Holiday!” 


Htinerary Number Two, $957. Going via SS 
Luruing, Return via SS Luring. 


30 Days 
This itinerary is arranged for those desiring to utilize 
the steamer in both directions, and while it is identical 
to Itinerary One up to April 12th, it then extends the 
stay in the islands until April 16th, returning to the 
Mainland on the SS Lurline, and arriving in Los 
Angeles April 21st. 


itinerary Number Three, $677. Going via 
Unrrep Ar Lines, Return via Unrrep Am 
Lines. 18 Days 

Those desiring Itinerary Three will depart San 
Francisco the morning of March 24th aboard United 
Air Line’s twin-decked Stratocruiser. The program in 
Honolulu is the same as in Itinerary One, covering 
for this group, however, their second through four- 
teenth days, March 25th through April 6th. Return- 
ing to the Mainland April 7th, again utilizing United 
Air Line’s twin-decked Stratocruiser, three days will 
be spent at the Los Angeles Ambassador, with the Los 
Angeles portion of the itinerary provided on the re- 
turn, departing for home April 10th. 

Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by Lee Kirk- 
land Travel, Kansas City. 


Make Reservations Now 


Mr. Mac F. Cahal 

Executive Secretary A.A.G.P. 
406 West 34th 

Kansas City, Mo. 


applied on cost of trip. 


Please reserve, in my name, accommodations for my party of 
( ) for the A.A.G.P. HAWAIIAN HOLIDAY. We prefer 
Itinerary Number ( _). Enclosed is my check for ( 
resenting deposit of $50.00 on each reservation which is to be 


) rep- 


The sum of CHOBILE therapy 
is increased volume output 
of bile with measured replacement 

of indispensable cholic acid, the substance 
credited with being the crucial factor 

in bile acid formation. 


Thus, CHOBILE produces a biliary flush without 
the risk of secretory exhaustion ... by supplying 
cholic acid for maintaining the concentration 

of natural bile acids. 


PRESCRIBED FOR MORE THAN 7 YEARS 


IRWIN, NEISLER & CO. 


Indicated in biliary stasis, indigestion, 


epigastric distress and constipation of 
biliary origin. Each CHOBILE tabule con- 
tains cholic acid conjugated as sodium 
glycocholate and sodium taurocholate 
(1% gr.), and ketocholanic acids (1% gr.). 
Samples and literature on request. 


DECATUR, ILL. 
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DOCTORS NOW SUBJECT TO DRAFT 


Puysicians and dentists who have not reached 
the age of 50, and are not members of the mili- 
tary reserves, will be required to register under 
the special Draft Law enacted by Congress 
which amends the Selective Service Act of 1948. 
Any registrant is subject to induction if accept- 
able to the military, but the law provides that 
the registrants will be called up on the following 
priority: 

1. Former ASTP and V-12 men who have not 
served on active duty (military, Coast Guard, or 
Public Health Service) and others deferred from 
service to continue their education during World 
War II, and who have had less than 90 days of 
such active duty. 

2. Members in the above groups who have 
had more than 90 days active duty, but less than 
20 months. 

3. With no reference to above groups, those 
who did not have active service, subsequent to 
September 16, 1940; this could include postwar 
medical graduates as well as other physicians 
who have not served and have not reached their 
fifty-frst birthday. 

4. All others, including World War II non- 
reserve veterans. Men in this group would be 
called on the basis of extent of duty; those with 
least duty first, etc. 

Physicians subject to the draft may obtain a 
commission in the military reserves and then are 
subject to military orders rather than to the 
selective service system. If called to active duty 
as a reserve officer, the physician would be 
eligible for the $100 a month bonus, whereas if 
he is inducted under selective service he would 
not be. 

Registration date for the physicians in the first 
and second priorities was October 16. Other reg- 
istration dates will be announced by the Selec- 
tive Service System. It is anticipated that most 
of the doctors and dentists in the first and sec- 
ond priorities will volunteer before they are ac- 
tually called up under the draft. The Army has 
requested 900 physicians from the first draft 
group. 

The most recent estimates are that an addi- 
tional 5,000 physicians will be needed in the 


Armed Forces by July 1, 1951, on the basis of 
present plans for military manpower of 2,500,000 
men. 

Best figures on ASTP trainees are that 12,500 
of the 20,000 who participated in the program 
served on active duty, and 1,000 were discharged 
for physical or other reasons. Of the remaining 
6,500, about 2,000 failed to graduate and 1,500 
of those in practice would, for various reasons, 
be unfit for military service. The remaining 
3,000 physicians educated in whole or in part 
by the Army would be the first to be called up. 

The Navy trained 11,176 in its V-12 program; 
5,872 of these have served on active duty, leav- 
ing 5,304 with no service. Of the latter group, 
1,429 are already in the reserves and subject 
to call, and 1,262 did not finish school, leaving 
2,613 physicians trained by the Navy who would 
be called first under the Selective Service Amend- 
ment. 

If the total number of ASTP and V-12 trained 
physicians who have not served were all called 
and able to serve, these 5,613 physicians should 
more than meet the military needs until July 1, 
1951. However, physical handicaps and practice 
in doctor shortage areas will reduce this supply 
and it is inevitable that other physicians will be 
called to meet the military requirements. 

It is expected that some physicians in the first 
and second priorities will be deferred for essen- 
tial service in their present locations. Actual 
deferment will be up to the local selective service 
boards, and military commanders are also under 
orders to give careful consideration to doctor 
shortage areas in calling up reserve medical ofh- 
cers. 

The Defense Department: is attempting to 
co-ordinate the Army, Navy, and Air Forces 
programs for calling up reserve medical and 
dental officers. All calls will be reviewed by Dr. 
Richard L. Meiling, Director of Medical Service 
in the Defense Department. Under this new 
procedure the Army has requested the Navy 
to call up 400 V-12 trained medical reserve ofh- 
cers for assignment with the Army. The Navy 
already has 100 medical officers on loan to the 
Air Force. Many of the government-trained 


M OW. .a single-tube 


_.Maxicon combination unit with 
table-mounted tube stand 


OMPONENT construction now makes available a new combina- 
tion table in the expansive Maxicon line of diagnostic x-ray 
apparatus. Hand-tilt or motor-driven, this single-tube radiographic 
and fluoroscopic table is designed for operation with 100 or 200 
ma —— usually with the matching control stand illustrated. 
Its table-mounted ttbe stand makes it so compact it will fit in a 
small room, 

" Discover for yourself the remarkable flexibility of the Maxicon. 
Ask your GE representative for unique booklet demonstration, or 
write General Electric X-Ray Corporation, Dept. F-11, Milwaukee 
14, Wisconsin. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 
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physicians are applying for commissions in the 
Air Force, so even though the Air Force had a 
small number of medical reserve officers, it will 
have no difficulty meeting its requirements. 
The Veterans Administration is faced with 


_ + 3% two problems as the result of the war; it is losing 


many of its full-time physicians who are in the 
military reserves, and the Army and Navy hos- 
pitals are being restricted to military personnel. 
It is estimated that one-half of the VA full-time 
physicians are in the reserves. The Army and 
Navy are reducing their patient load of VA 
patients at their hospitals to make room for war 
casualties, which will greatly reduce the number 
of beds available for nonservice-connected VA 
cases. This is part of the Defense Department's 
program to utilize military medical personnel 
and facilities for military personnel only. The 
Armed Forces have been criticized for the high 
ratio of medical personnel to manpower and 
one way to reduce this ratio is to limit medical 
care to active military personnel, excluding veter- 
ans and the dependents of service men. 

A national procurement and assignment serv- 
ice for medical and related personnel will 
probably be established in the NSRB organiza- 
tion under its Health Resources Advisory Com- 
mittee of which Dr. Howard Rusk is chairman. 
Members of this committee are Drs. James C. 
Sargent and Harold S. Diehl of the American 
Medical Association’s Committee on Emergency 
Medical Care; Dr. Leo J. Schoeny, representing 
American Dental Association; Dr. William P. 
Shepard, for public health; Dr. John Pastore, 


for hospitals; Mrs. Ruth Kuehn, nursing dean_ 


at University of Pittsburgh; and one other physi- 
cian who had not been appointed at this time. 
This agency would work closely with Dr. Rich- 
ard L. Meiling. 

The draft law also provides for the establish- 
ment of a National Advisory Committee to 
advise the Selective Service System and to 


co-ordinate the work of state and local voluntary 
committees with respect to the selection of phy- 
sicians for military service. It is expected that 
each state medical society will set up its own 
advisory committee to assist in the selection and 
deferment of physicians.in its area. 


Civil Defense Programs 
The NSRB has recently published a compre- 


hensive plan of operations for civil defense for 
states and cities. President Truman has requested 
legislation from Congress to create a Federal 
Civil Defense Administration with full responsi- 
bility for the civil defense activities of the Federal 
government, including the co-ordination of the 
civil defense activities of the states. 

It is expected that the NSRB will function as 
the operating agency until a new agency is es- 
tablished. The organization and administration 
of medical defense and disaster programs will 
continue as previously suggested by NSRB. 
Individual state governments will be responsible 
for developing their own plans, but there will be 
more assistance available from the Federal 
government. Federal Security Administration’s 
regional office and personnel, later Public Health 
Service personnel, will be utilized by the NSRB 
in carrying out its additional duties. The regional 
offices will be concerned with co-ordinating 
state programs and in assisting each state in 
developing programs that meet minimum stand- 
ards which have been promulgated by NSRB. 

A booklet, entitled United States Civil De- 
fense, outlining the plans, minimum standards, 
and obligations of local government units, has 
been prepared by the NSRB. It is for sale at the 
U. S. Government Printing Office, Washington, 
D. C., for 25 cents. A detailed technical report 
on methods of operation on medical programs is 
being prepared by the Health Resources Office 
of the NSRB. 


THE BLESSED Doctor is the general practitioner. He sees and knows not a case, but a person; 
not a person sole, but a person in his family. He is the family doctor. Nothing in State service 


must destroy that. Consultant specialists are a degree 


more remote (like bishops!); and there- 


fore (again like bishops), they need a double dose of grace to keep them sensitive to the per- 
sonal and the pastoral._From “The Doctor’s Creed,” by the Archbishop of Canterbury, The 


Lancet, October 29, 1949. 
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Drop a Syntrogel tablet in water. 
In a matter of seconds it will 
“fluff up” to several times its size— 


proof of instant disintegration— 


tremendous increase in adsorptive 
surface. This is why Syntrogel 


relieves “heartburn” and hyperacidity 
so quickly, 


HOFFMANN-LA ROCHE INC * NUTLEY 10° N, J. 
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NEWS FROM THE STATE CHAPTERS 


AN INTENSIVE 40-week course for general prac- 
titioners arranged by the Illinois chapter is now 
being held at medical centers in Chicago and 
throughout the state. The course is designed to 
cover recent advances in all branches of medi- 
cine and surgery. Five class-A medical schools 
are co-operating in the program: The University 
of Chicago, Northwestern University, Univer- 
sity of Illinois, Chicago Medical School, and 
Loyola University. Some 260 specialists will pre- 
sent the lectures. 

Dr. Aaron H. Horland, president of the New 
Jersey chapter, has recently been appointed a 
member of the Civilian Defense Committee for 
the state of New Jersey. 

Doctor Horland informs us that Seton Hall 
University has announced its Graduate Medical 
Education Program for 1950-51, which is under 
the auspices of the Essex County Medical So- 
ciety. Further information is obtainable from the 
Society, 38-40 Clinton Street, Newark. 

The Nassau (New York) County chapter will 
hold its first annual scientific assembly Novem- 
ber 15 in Garden City, Long Island. Speakers in- 
clude Drs. M. M. Bruger, Marion B. Sulzberger, 
Perrin H. Long, and Philip Thorek. 

An Obstetric Seminar for general practitioners 
will be held November 13 to 17 at the Medical 
College of Georgia, Augusta. The Seminar is 
under the auspices of the Division of Maternal 
and Child Health of the State Boards of Health 
of Georgia, Florida, and South Carolina. 

One-day scientific meetings were presented by 
the West Virginia chapter October 1 in 
Charleston and October 5 in Clarksburg. An- 
other session is scheduled for November 12 in 
Bluefield. 

The Nebraska chapter also held a one-day 
scientific meeting. The session took place in 
Lincoln September 20. Attending physicians 
were welcomed by Dr. H. D. Runty, president- 
elect. At the present time, this chapter is plan- 
ning a membership drive. 

A General Practice Luncheon, sponsored by 
the General Practice Section of the Indiana State 
Medical Association and the Indiana chapter, 
was held at French Lick September 26. 
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Dr. Frederick R. Judy, president of the Washington 
State chapter (left), and Dr. Merrill Shaw, member of 
the Board of Directors of the Academy (right), shown 
with Dr. U. R. Bryner, treasurer of the Academy 
(center). Doctor Bryner, who recently returned from 
a trip to England, addressed the Washington chap- 
ter at a luncheon in Spokane September 12. The sub- 
ject of his talk was “Medicine in a Socialized State.” 


On September 1] and 12, the University of 


- Indiana School of Medicine presented a refresher 


course for the general practitioner at the Uni- 
versity Medical Center. 

Dr. Clarence Rommel writes that the Indiana 
chapter is undertaking a survey of all accredited 
hospitals in the state. A questionnaire is being 
sent to all hospitals to determine the status of the 
general practitioner within these institutions and 
to ascertain the number of hospitals which have 
general practice departments. 

Baltimore was the site of the Maryland chap- 
ters Annual Scientific Assembly October 5. 
Among the outstanding speakers was Dr. R. B. 
Robins, speaker of the Congress of Delegates of 
the Academy and newly-elected vice-president of 
the American Medical Association. 

A number of postgraduate courses have been 
scheduled and are available now and in the near 
future. A series of four postgraduate Medical 
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‘biologically standardized 
Vor hypotensive potency 
it mammals 


In every form of hypertension, a new 
and more efficacious approach 


UNIFORM POTENCY. Careful biologic standardization of Veriloid 
in dogs, using drop in blood pressure as the end point, insures uniformity 
in hypotensive potency. Veriloid makes available for the first time the 
active ester alkaloids of Veratrum viride in rigidly assayed form, making 
for greater accuracy in the management of the hypertensive patient. 


UNIFORM THERAPEUTIC EFFECT. Veriloid is uniform in its thera- 
peutic effect—from bottle to bottle, from batch to batch. While indi- 
vidualization of dosage is essential for maximum therapeutic benefit, in 
the majority of patients the average dose of 2.0 to 5.0 mg. three or four 
times daily, after meals and at bedtime, leads to prompt objective and 
subjective improvement. Adjustment of dosage thereafter to suit the 
specific needs of the patient is accomplished in two to three weeks. 
Therapy can then be maintained as long as necessary since tolerance to 
Veriloid is not likely to develop. 


Veriloid is available on prescription only through all pharmacies in tablets 
containing 1.0 mg., in bottles of 100,200,500,and 1000. Literature on request. 
*Trade Mark Riker Laboratories, Inc. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 
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Product of Riber Research 


Education Meetings in seven centers throughout 
the state of Missouri will be presented during 
the fall of 1950 by the Missouri chapter in co- 
operation with the Medical Schools of Washing- 
ton University, the University of Missouri, Saint 
Louis University, and the University of Kansas. 
There is no fee. Information can be obtained 
from Dr. W. W. Tillman, Citizens Bank Build- 
ing, Springfield, Missouri. 

The December schedule for the American 
College of Physicians is as follows: December 4 
to 9 at the University of Pennsylvania School of 
Medicine, Dr. H. L. Bockus will present a course 
in “Gastroenterology.” December 11 to 16, at the 
New England Center Hospital and Tufts Col- 
lege Medical School, Boston, Dr. William Dame- 
shek will conduct the session on “Selected As- 
pects of Clinical Hematology.” The final course 
planned by this group will be under the direc- 
tion of Dr. W. G. Leaman, Jr. His subject is 
“Modern Trends in Diagnosis and Treatment of 
Heart Disease.” This will be presented January 
22 to 27 at the American College of Physicians 
Building and the Woman’s Medical College of 
Pennsylvania, both in Philadelphia. Registra- 
tion fee for nonmembers of the College for each 
course is $60.00. 

Postgraduate continuation courses are now 
being held at Wayne University College of 
Medicine (Michigan). The sessions started Sep- 
tember 11 and will continue through Decem- 
ber 2. 

The District of Columbia chapter will pre- 
sent a postgraduate course in “Office Gynecol- 
ogy” November 27. On December 14, a course 
in “Gynecological and Obstetrical Endocrinol- 
ogy” will be given. Dr. Jacob Kotz will conduct 
both sessions which will be held at the Sibley 
Memorial Hospital. 

The Council on Postgraduate Medical Educa- 
tion and the New York State Chapter of the 
American College of Chest Physicians are spon- 
soring a course in “Diseases of the Chest” No- 
vember 13 to 18 at the Hotel New Yorker, New 
York. 

Information about the postgraduate courses to 
be given by the Graduate Education Institute 
may be obtained from the Commission on Grad- 
uate Education, 230 State Street, Harrisburg, 
Pennsylvania. These courses are accepted by 
the Academy toward postgraduate credit hours. 

“Otolaryngology and Pediatrics for the Gen- 
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Candor Unltd. 


Tue Minister of Health regrets he is unable 
to make the broadcast because he is very oc- 
cupied at present with the cuties of his de- 
partment.—CNote received by BBC from 
member of government who had been asked 
to broadcast. ) 


This Mixed-Up World 
“Tue youth was taken to emer- was treated 


and attendants gency hospital where his nose 
washed his shirt, he says.”—Oregon Journal. 


Passing Strange 
Tue report stated that his death was due to 


an overdose of sleeping tablets by a coroner’s 
jury.—Oakland (Calif.) Tribune. 


Too Late 


Tue theft was discovered by Mrs. Gates, who 
had gone upstairs and found her pulse miss- 
ing.—St. Petersburg (Fla.) Independent. 


Wrench Artist? 


Mrs. Cora WINTENDEN spent: several days 
of last week in Pittsburgh, where she was 
under the car of Dr. Slocum.—Clareville 
(Pa.) Star. 
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wet New ‘ouncil-accepted broad-spectrum antibiotic 
Orally effective —well tolerated 


- Terramycin may be highly effective 
even when other antibiotics fai],! 


- Terramycin may be well tolerated 
4 even when other antibiotics are not.? 


Proc. Staff Meet. Mayo Olin, . 
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suggested for acute infections including 
infections» including anthrax; yrinary g 
organisms: acute prucellosis (abortus> melitensis» 
suis); hemophilus infections: acute gonococcd! @ 

inguinale; primary atypical pneumoni typhus 12} 1950. 
Dosag® 210 3 G™- daily by guth in divided doses 4: 
supplied: 250 mg. capsules pottles of 16 and 1005 lift 
& OO mé- capsules pottles of 29 and 1005 
a Ne 50 még: capsules, pottles of 29 and 100. 


eral Practitioner” was the subject of the course 
sponsored by the lowa chapter in Des Moines 
September 14. The session was presented by the 
College of Medicine of the University of Iowa. 
Luncheon speaker was Mr. Mac F. Cahal, Ex- 
ecutive Secretary of the Academy. 

A continuation course on “Cortisone and 
ACTH” was held October 4 at the Center for 
Continuation Study of the University of Min- 
nesota. Faculty for the course included mem- 
bers of the Staff of the Mayo Clinic and the 
University of Minnesota Medical School. 

Several aanual meetirgs were held during 
September and October. The Massachusetts 
chapter presented its Fall Clinical Program Oc- 
tober 3 and 4 in Boston. Drs. Harold F. Brown, 
Hugh L. Robinson, and Daniel M. Rogers were 
in charge of the meeting. 

Thirty-five Kansas City (Missouri) physicians 
and seventeen guest speakers gave lectures at the 
Kansas City Southwest Clinical Society’s 28th 
Annual Fall Clinical Conference. The program 
was held October 2 to 5 in Kansas City’s Munic- 
ipal Auditorium. 

September 7, 8, and 9 were the dates of the 
Third Annual Convention held by the Utah 
chapter in Salt Lake City. Several of the out- 
standing speakers included Dr. Stanley Truman, 
president of the Academy; Dr. John W. Cline, 
president-elect of the American Medical Asso- 
ciation; and Dr. U. R. Bryner, treasurer of the 
Academy. 

The Second Pediatric Institute for the Gen- 
eral Practitioner was presented September 28 at 
the Central Maine General Hospital, Lewiston. 


Clinical Session of the AM.A. 


Tue American Mepicat Association's 
fourth annual Clinical Session will be held 
at the Statler Hotel in Cleveland, December 
5 to 8. 

The meeting will stress clinical practice 
with emphasis on subjects of particular inter- 
est to the general practitioner. 

The Scientific Exhibits will present demon- 
strations on fractures, diabetes, rheumatism, 
and arthritis. New information on drugs, 
equipment, books, and other products will be 
featured in the Technical Exhibits. 

Outstanding clinical teachers will conduct 
clinical demonstrations and actual cases will 
be presented and discussed. Emphasis will be 
placed on diagnosis, treatment, and preven- 
tive measures as they apply to daily practice. 
Physicians will have an opportunity to dis- 
cuss their medical problems. 

A program of surgery, clinical treatment, 
and examination will be telecast in color to 
the Convention Hall from University Hos- 

ital. 
. The House of Delegates will hold an open 
meeting for discussion of current problems 
confronting the medical profession. This 
group will also select the General Practitioner 
of the Year. 


The Mississippi chapter held a meeting in 
Meridian, October 11 and 12. 

Newly-elected officers of the Wyoming chap- 
ter are: President, Dr. Chester E. Ridgway; 
vice-president, Dr. Richard P. Fitzgerald; and 
secretary-treasurer, Dr. Willard H. Pennoyer. 


CATHOLIC HOSPITAL ASSOCIATION 
ENCOURAGES GENERAL PRACTICE 


A ROUND TABLE DISCUSSION on “Integrating 


General Practice and Specialization in the Hos- . 


pital” took place at the annual meeting of the 
Catholic Hospital Association which was held 
in Milwaukee in June. 

Dr. John McCabe, president of the Milwaukee 
Chapter of the American Academy of General 
Practice, served as chairman of the discussion. 
Other members of the panel were: Brother 


Julian Ford, C.F.A., Alexian Brothers Hospital, 
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Chicago, Illinois; Sister Lydia, D.C., St. Vin- 
cent’s Hospital, Indianapolis, Indiana; Sister 
Stephanie, S.S.C., Loretto Hospital, Chicago, 
Illinois; Sister M. Wilberta, O.S.F., St. Francis 
Hospital, Evanston, Illinois, and Joseph C. 
Griffith, M.D., Milwaukee, Wisconsin. 

The chief points emphasized in the meeting 
were that the general practitioners play an im- 
portant role in medicine and they must be 
trained to practice in hospitals; the hospitals 


Equilibrium 
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must be organized to permit all physicians in 
the community to utilize the services and facili- 
ties the hospital offers; the privileges of any 
physician must be based upon his individual 
qualifications. 

Brother Julian Ford presented an outstanding 
summary of the subject and of the methods for 
improving the organizational structure of the 
hospital to provide better services to people of 
the community. His remarks are printed in full. 

“I was happy to have assigned to me, as a 
topic for discussion, the place and contribution 
of the general practice doctor in our hospitals— 
and more especially, in our Catholic hospitals. 
This subject is close to my heart, for while I 
believe specialists definitely have their place of 
importance, I am just as firmly convinced the 
general practice doctor plays a very vital role 
in our modern medical service to the sick. 

“During the last fifty years, medicine, like so 
many other kindred fields, has developed through 
a cycle of change. At the beginning of this Cen- 
tury the ‘horse and buggy doctor’ in rural dis- 
tricts, and the busy city doctor in the metro- 
politan areas were considered ‘family physicians.’ 
They were almost as much a part of the family 
as related members, and their position was 
respected and admired. 

“With the coming of the 1920's, and the 
wealth of progress that followed the first World 
War, specialization started to grow. This form 
of medicine increased with an almost unparal- 
leled momentum, until the vogue among many 
people was to visit a specialist for every ache and 
pain. Not until the second World War, when 
doctors became scarce and their services more 
in demand, did the idea of ‘artificial specializa- 
tion’ lose its import. 

“In the five years that have passed since the 
ending of the second war, there has been a 
definite period of indecision on the part of many 
people. Medical personnel, medicine in general, 
and its appeal to various types of patients also 
experienced this time of readjustment. In the 
present day, however, we are beginning to better 
understand our aims, and we are returning to a 
more mature approach of our problems. Con- 
sequently, society as a whole is forcing the 
hospitals to complete the cycle begun early in 
this century, and recognize again the family 
physician, in the more scientifically prepared 
general practice doctor. 
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“We could complete this discussion verv 
quickly by saying the place of the general prac- 
titioner in the hospital is on the same level as 
any other staff member, meeting the qualifica- 
tions of his department; for the general practice 
group should be organized into a department of 
the medical staff on the same basis as the 
Department of Surgery, or Medicine, or any of 
the other divisions. Those of us who are in the 
hospital field, however, know that such a state- 
ment would not settle the questions involved. 
There are many problems this viewpoint might 
create, three of which I would like to explore 
further: 

(1) General practice doctors are ‘Eliminated’ from staff 
participation due to the dictatorial management by 
one, or a group of hospital staff members. 

(2) Young men entering the medical field as properly 
prepared doctors, lose initiative and are easily dis- 
couraged by the attitude of more select members of 
a hospital medical staff. Young men in the general 
practice field are often considered incompetent to 
care for patients they may receive. 

(3) In some hospitals, control of the medical staff, and 
indirectly, room and service facilities, are in the 
hands of a minority group of staff doctors. They 
hold the power of staff appointments and assign- 
ments; of ‘pushing up’ one member and ‘pulling 
down’ another. Religious administrators in our 
Catholic hospitals must have the courage to face 
such an issue, and should similar conditions exist 
in any of our hospitals, it is our definite respon- 
sibility to see that control of the medical staff re- 
turns to the hands of the religious community op- 
erating the hospital. Under no condition should 
religious groups, owning and administering a hos- 
pital, permit the control of staff appointments and 
policies to be guided by other groups. Otherwise, 
discrimination can and will be practiced in our 
Catholic hospitals. 


“I mentioned previously that a General Prac- 
tice Department should be established in those 
hospitals where such a division of the medical 
staff would be sufficiently large to warrant this 
organization. Perhaps we can briefly consider 
just how a General Practice Department might 
be developed. 

“The policy followed in our hospital was to 
discuss the value of such an addition to our medi- 
cal staff with the members of the Executive Com- 
mittee. At a subsequent general staff meeting 
the voting membership adopted a resolution to 
establish the department, and a new group was 
born. Appointments to the Senior, Junior, and 
Associate Membership of the General Practice 
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Department were undertaken by the Administra- 
tive Board of the hospital, meeting with the 
Executive Committee of the medical staff. For 
the first year, a chairman of the new department 
was appointed by these two groups, but’ in sub- 
sequent years, the department itself will elect 
its chairman from among its own membership. 

“The qualifications for membership in each 
group of the General Practice Department will 
be discussed by another speaker, so we will not 
consider it here. However, I would like to in- 
clude a quotation from the General Practice 
News, published by the American Academy of 
General Practice: 


The May 7 issue of the Journal of the American 
Medical Association contained the annual statistical 
report on hospital services in the United States for the 
year 1948. The data is collected annually by the 
Council on Medical Education and Hospitals of the 
American Medical Association. Included in this report 
was a summary of data on general practice sections in 
hospitals. The Council included in their annual census 
report for the year 1947 the following question: In 
the organization of the medical staff, has the hospital 
established a general practice section? Of the 4,539 
general hospitals registered, 837 answered yes, 2,521 
said no, and 1,181 did not reply to this question. 

The majority of the hospitals that reported such 
sections were operated by churches or nonprofit associa- 
tions. 

Although most of the hospitals with general practice 
sections in 1947 were medium-sized, both very large 
and very small hospitals are included. It is apparent 
that size in no way precludes a general practice section. 


In 1946, the House of Delegates of the Ameri- 
can Medical Association adopted the following 
resolution: 


Wuereas, Many hospitals have not established general 
practice sections in their visiting active staffs and their 
governing heads are doubtful whether such action has 
the approval of the bodies which set up the rules and 
regulations for the approval of their hospitals for 
interns and residents; therefore be it 

Resolved, That hospitals should be encouraged to 
establish general practitioner services. Appointments to 
a general practice section shall be made by the hospital 
authorities on the merit and training of the physician. 
Such a general practice secti>n shall not per se prevent 
approval of a hospital for the training of interns and 
for residencies. The criterion of whether a physician 
may be a member of a hospital staff should not be 
dependent on certification by the various specialty 
boards or membership in special societies. 


“The contribution of the general practice 
doctor to our hospitals is the next point of con- 
sideration. Before we can evaluate this contri- 
bution, it might be well to state just what we 
mean by a general practitioner in the medical 
field. Certainly there is no comparison between 
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the ‘medical herb’ doctor of former years and 
the general practice man of today. For the latter 
must have a complete educational background, 
with a scientific preparation that will enable 
him to know and understand the ‘whole man.’ 
He cannot limit his practice to any one section 
of the body, consequently, his medical knowl- 
edge and skill must be so complete as to recog- 
nize the symptoms of all type ailments. 

“A more refined interpretation of the general 
practitioner was given in the May, 1949, issue 
of Harper's magazine, by Dr. Ian Stevenson, a 
Commonwealth Fund Fellow at Cornell Univer- 
sity. An editorial commenting on this article 
appeared in GP, April, 1950, and said in part: 


Medicine, thinks Doctor Stevenson, has wandered 

far from the teachings of the greatest of Greek 
physician-philosophers. The general practitioner, he 
believes, offers the only hope of integrating medicine 
into a rational concept that will answer the admonition 
of Hippocrates that “in order to cure the human body, 
it is necessary to have a knowledge of the whole of 
things.” 
“But,” writes Doctor Stevenson, “if I point to the 
general practitioners as the key to our problem, I do 
not mean the general practitioner as we have usually 
known him. The public today tends to regard him 
as the admirable menial of the profession, the genial 
and beloved drudge who may be roused in the middle 
of the night to allay some trivial anxiety but who is 
hardly to be trusted with a serious disease.” The cure 
for this is to be found through combining the general 
practitioner’s breadth of experiences with the facilities 
and influence of medical schools, in the opinion of 
this incisive student of the problem. This, of course, 
is exactly what the Academy is accomplishing through 
its emphasis upon expanded postgraduate training 
facilities for general practitioners. 


“Viewing the situation from the standpoint 
of a hospital administrator | believe the general 
practice doctor by force of his natural circum- 
stances, has a greater interest in the ‘whole hos- 
pital.’ Specialists are inclined only to understand 
and stress their specialty service with the hospital 
officials. A general practitioner has, of necessity, 
to appreciate all the services of the hospital, for 
his practice takes in all fields of the profession. 
We have found a greater spirit of loyalty and 
co-operation between the general practice men 
and the hospital, for they seem to have a more 
acute awareness of general hospital problems. 

“A brief but accurate consideration of hospital 
admissions will show, in most instances, that the 
greater majority of patients were admitted to our 
hospitals through the general practitioner, rather 
than through any one group of specialists. It 
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more inclined to contribute his entire self to Proud ly Presents 

the hospital, rather than expect the hospital 

to contribute itself to the doctors’ special designs NEW, Approved Medical 

and fancies. These views are most adaptly sum- 

marized in the following quote from the General AT R M Y 

Practice News of February, 1949: Designed to deliver adequate power 

for the heaviest duty and extraordinary 

The general practitioner of today, as the eyes and flexibility of application, projects a new 

ears of the field, bears a very critical relationship to standard in Diathermy equipment. 

American medicine. No longer is he merely a peddler Can be used with any of the approved 

of pills, elixirs, and tonics. It is necessary for the types. of applicators—air spaced pads, 

general practitioner to become a partner in the team induction cable, drums or special drum 

planning the future of medicine. He should be as applicators, cuff electrodes and for 

familiar a sight in the laboratory, the operating room, minor electro surgery. 


and the hospital corridor as he is in the confines of his 
office and at the bedside. 

The general man should act as the interpreter of 
the trends, movements, and ideas of the people, and 
must carry them back into the field of organized 
medicine so as to further the design and development 
of this body. If he is merely on the exhaust of the 
outgo side of medicine, he is accomplishing only one 
function of his job and is not contributing to the 
development and improvement of the medical field. 


“As a concluding point to our discussion on 
the general practice group, I would like to leave 
the following worksheet with you for considera- 
tion and further action: 


(1) The place of the general practitioner in Catholic 
hospitals is on the level parallel to any other 


member of the medical staff in the specialty de- posta 
partments. To carry out this recommendation . 
Catholic hospital administrators must: (a) Elimi- 
nate medical staff dictatorships; (b) Keep the con- 
trol of the medical staff basically in the hands of 
the religious communities; (c) Avoid ‘professional- 
ism’—Christ-process of our medical staff policies. 

’ (2) The contribution of the general practitioner to the 
hospital is quite universal. His interest is in the Easy to Use! ' 
‘whole hospital.’ He is usually most loyal to the A single pair of outlets provides connection 
institution, and its greatest supplier of patients. to any 
Through a scientific approach to general medi- 
cine, the general practice doctor can again assume Finger Tip Control! ‘ 
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hem today. 
bility should be further assumed by hospital ad- srptediaraigsnn: 


ministrators to develop a united “team-work” be- bh A N re) V I A 


tween the general and specialty departments of 
the medical staff—all directed for better individ- | | 
ual patient care. 
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